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Facesheet: 1. Request Informatiofil of 2)

A. The State of Michigan requests a waiver/amendment under the authorggacion 1915(b) of the Act. The Medicaid
agency will directly operate the waiver.
B. Name of Waiver Program(s):Please list each program name the waiver autt®rize

Short title (nickname) Long title Type of Program
MI Health Link MI Health Link MCO;

Waiver Application Title (optional - this title will be used to locate thigwer in the finde).
MI Health Link
C. Type of Request.This is an:

Initial request for a new waiver.

Migration Waiver - this is an existing approved waiver
Provide the information about the original waivengemigrated

Base Waiver Number: Requested Approval Period(For waivers

requesting three, four, or five year
approval periods, the waiver must serve
Effective Date: (i dd/ yy) ',\f/‘lgg’i'g:iglzr‘:\(’jholw Zg?c‘;l#:‘”y eligible for

Amendment Number (if applicable):

1 year 2years  3years = 4years'' 5years

Draft ID:MI.030.00.00
Waiver Number:MI.0717.R00.0(

D. Effective Dates:This waiver is requested for a period of 5 yedfer peginning date for an initial or renewal redues
please choose first day of a calendar quarteqséible, or if not, the first day of a month. Faramendment, please
identify the implementation date as the beginniatgdan end of the waiver period as the end ¢
Proposed Effective Date (nmm dd/ yy)

01/01/15

Proposed Enc¢Date:12/31/1¢
Calculated as "Proposed Effective Date" (above} "Requested Approval Period" (above) minus one

Facesheet: 2. State Contact((2 of 2)

E. State Contact:The state contact pers for this waiver is belov

Name: Jacqueline Coleman  Phone: If the State
(517) 241-7172 Ext: TTY PontaCt o
_ information is
Fax: (517) 2415112 E-mail: colemanj@michigan.godifferent for any

of the authorized
programs, please check the program name below andqvide the contact information.
The State contact information is different for thefollowing programs:

MI Health Link

Note: If no programs appear in this list, pleasdimke the programs authorized by this
waiver on the first pa¢ of the

Section A: Program Description

Part I: Program Overview

Tribal consultation.
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For initial and renewal waiver requests, pleaserilas the efforts the State has made to ensurer&ldeecognized tribes in
the State are aware of and have had the opportindggmment on this waiver proposal.

On June 24, 2011, a notice was sent to the Triffesning them of the intent to participate in therBonstration to integrate
care for individuals eligible for both Medicare adiédicaid. On July 1, 2011, a notice was senh&Tribes requesting
participation in a stakeholder forum. In AugusiL20a notice was sent to Tribes and all interestakieholders requesting
participation in a stakeholder and beneficiary ifiopum. On September 14, 2011, a notice wastseihie Tribes requesting
additional stakeholder input. On October 7, 2@Laotice was sent to Tribes requesting participatidntegrated Care/Ml
Health Link workgroups. Another notice was sentht® Tribes on March 8, 2012, informing them of MDEkhtent to
submit a proposal for the Demonstration programragdesting comments. Notice was sent to the TobeSugust 29,
2013, informing them of the intent to submit 190)5fhd 1915(c) waiver applications. An additionatice was sent to
Tribes on August 1, 2014, as a request for commetihe 1915(b) and 1915(c) waiver applications. MD&lso participated
in Tribal Health Directors Meetings in person int@mer 2013 and April 2014 to provide informatioroabthe MI Health
Link program.

Program History required for renewal waivi only.
Section A: Program Descriptior

Part I. Program Overview
A. Statutory Authority (1 of 3)

1. Waiver Authority. The State's waiver program is authorized unddrset915(b) of the Act, which permits the
Secretary to waive provisions of section 1902 fatain purposes. Specifically, the State is relyipgn authority
provided in the following subsection(s) of the smtt1915(b) of the Act (if more than one progranthauized by this
waiver, please list applical programs below each relevant author

a. 1915(b)(1 - The State requires enrollees to obtain mediaad through a primary care case management
(PCCM) system or specialty physician services gearents. This includes mandatory capitated
programs
-- Specify Program Instance(s) applicable to authority

MI Health Link
b. 1915(b)(2 - A locality will act as a central broker (agefatilitator, negotiator) in assisting eligible

individuals in choosing among PCCMs or competing®&PIHPs/PAHPs in order to provide enrollees
with more information about the range health care options open to th
-- Specify Program Instance(s) applicable to authority

MI Health Link

(o} 1915(b)(3 - The State will share cost savings resulting ftbmuse of more cost-effective medical care

with enrollees by providing them with additionahgees. Thesavings must be expended for the bene
the Medicaid beneficiary enrolled in the waiver.tdlahis can only be requested in conjunction with
section 1915(b)(1) or (b)(4) author
-- Specify Program Instance(s) applicable to authority

MI Health Link

d. 1915(b)(4)- The State requires enrollees to obtain senaodsfrom specified providers whandertake t

provide such services and meet reimbursement,tguafidutilization standards which are consistent \
access, quality, and efficient and economic prowigif covered care and services. The Statires it wi
comply with 42 CFR 431.55(
-- Specify Program Instance(s) applicable to authority

MI Health Link

The 1915(b)(4) waiver applies to the following progr:
MCO
PIHP
PAHP
PCCM (Note: please check this item if this waiver is &PCCM program that limits who is eligible

to be a primary care case manager. That is, agmograt requires PCCMs to meet certain
quality/utilization criteria beyond the minimum régements required to be a fee-for-service
Medicaid contracting provide

FFS Selective Contracting program
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Please describe:

Section A: Program Description

Part I: Program Overview
A. Statutory Authority (2 of 3)

2. Sections WaivedRelying upon the authority of the above sectiari{® State requests a waiver of the following
sections of 1902 of the Act (if this waiver autlzes multiple programs, please list program(s) sepBrunder each
applicable statute):

a. Section 1902(a)(1) Statewideness--This section of the Act requardéedicaid State plan to be in effect

in all political subdivisions of the State. Thisiwer program is not available throughout the State.
-- Specify Program Instance(s) applicable to thétiste
MI Health Link
b. Section 1902(a)(10)(B) Comparability of Services--This section of thet Aequires all services for

categorically needy individuals to be equal in amipduration, and scope. This waiver program inetud
additional benefits such as case management attti leeacation that will not be available to other
Medicaid beneficiaries not enrolled in the waivesgram.
-- Specify Program Instance(s) applicable to thédiste
MI Health Link
c. Section 1902(a)(23) Freedom of Choice--This Section of the Act regsiiMedicaid State plans to permit

all individuals eligible for Medicaid to obtain miedl assistance from any qualified provider in State.
Under this program, free choice of providers idrieted. That is, beneficiaries enrolled in thisgram
must receive certain services through an MCO, PRAHIP, or PCCM.
-- Specify Program Instance(s) applicable to thiige

MI Health Link

d. Section 1902(a)(4) To permit the State to mandate beneficiaries énsingle PIHP or PAHP, and restrict
disenrollment from then{If state seeks waivers of additional managed peseisions, please list here).

-- Specify Program Instance(s) applicable to tha&ge
MI Health Link

e. Other Statutes and Relevant Regulations WaivedPlease list any additional section(s) of the thet
State requests to waive, and include an explanafitime request.

-- Specify Program Instance(s) applicable to thége
MI Health Link

Section A: Program Description

Part I. Program Overview
A. Statutory Authority (3 of 3)

Additional Information. Please enter any additional information not inctuateprevious pages:
This 1915(b) waiver operates concurrently with Mgam's MI Health Link HCBS 1915(c) waiver.
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Section A: Program Description

Part I: Program Overview
B. Delivery Systemg1 of 3)

1. Delivery SystemsThe State will be using the following systems étiver services:

a. MCO: Risk-comprehensive contracts are fully-capitated mequire that the contractor be an MCO or

HIO. Comprehensive means that the contractoriislafor inpatient hospital services and any other
mandatory State plan service in section 1905(angrthree or more mandatory services in that
section. References in this preprint to MCOs gdhyeapply to these risk-comprehensive entities.

b. PIHP: Prepaid Inpatient Health Plan means an entity {igiprovides medical services to enrollees

under contract with the State agency, and on this lod prepaid capitation payments or other
payment arrangements that do not use State Plangrayates; (2) provides, arranges for, or
otherwise has responsibility for the provision nyanpatient hospital or institutional services fisr
enrollees; and (3) does not have a comprehenskeointract. Note: this includes MCOs paid on a
non-risk basis.

The PIHP is paid on a risk basis
The PIHP is paid on a non-risk basis

C. PAHP: Prepaid Ambulatory Health Plan means an entit {i& provides medical services to

enrollees under contract with the State agencyparitie basis of prepaid capitation payments, or
other payment arrangements that do not use StatepR@lyment rates; (2) does not provide or arrange
for, and is not otherwise responsible for the psmri of any inpatient hospital or institutional

services for its enrollees; and (3) does not hasenaprehensive risk contract. This includes cagitat
PCCMs.

The PAHP is paid on a risk basis
The PAHP is paid on a non-risk basis

d. PCCM: A system under which a primary care case managsracts with the State to furnish case
management services. Reimbursement is on a fegefoiee basis. Note: a capitated PCCM is a
PAHP.

e. Fee-for-service (FFS) selective contractingState contracts with specified providers who aiténg

to meet certain reimbursement, quality, and utilirastandards.
the same as stipulated in the state plan

different than stipulated in the state plan
Please describe:

f. Other: (Please provide a brief narrative descriptiorhefinodel.)

Section A: Program Description

Part I: Program Overview
B. Delivery Systemg2 of 3)

2. Procurement. The State selected the contractor in the followirapner. Please complete for each type of managed
care entity utilized (e.g. procurement for MCO; @reement for PIHP, etc):
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Procurement for MCO
' Competitive procurement process (e.g. Request for Propodalitation for Bid that is formally advertised
and targets a wide audience)
Open cooperative procurement process (in which anyifyirady contractor may participate)
Sole sourceprocurement
Other (please describe)

Procurement for PIHP
Competitive procurement process (e.g. Request for Propodalitation for Bid that is formally advertised
and targets a wide audience)
Open cooperative procurement process (in which anyifyirad) contractor may participate)
Sole sourceprocurement
Other (please describe)

Procurement for PAHP
Competitive procurement process (e.g. Request for Propodaliation for Bid that is formally advertised
and targets a wide audience)
Open cooperative procurement process (in which anyifyirad) contractor may participate)
Sole sourceprocurement
Other (please describe)

Procurement for PCCM
Competitive procurement process (e.g. Request for Propodaliation for Bid that is formally advertised
and targets a wide audience)
Open cooperative procurement process (in which anyifyirad) contractor may participate)
Sole sourceprocurement
Other (please describe)

Procurement for FFS

Competitive procurement process (e.g. Request for Propodaliation for Bid that is formally advertised
and targets a wide audience)

Open cooperative procurement process (in which anyifyirad) contractor may participate)
Sole sourceprocurement
Other (please describe)

Section A: Program Description

Part I: Program Overview
B. Delivery Systemg3 of 3)

Additional Information. Please enter any additional information not inctuateprevious pages:
For the MI Health Link program, MCOs are referredas Integrated Care Organizations (ICOs).
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Section A: Program Description

Part I: Program Overview
C. Choice of MCOs, PIHPs, PAHPs, and PCCM&. of 3)

1. Assurances.
The State assures CMS that it complies with sed#i8?(a)(3) of the Act and 42 CFR 438.52, whichuregjthat

a State that mandates Medicaid beneficiaries tollinran MCO, PIHP, PAHP, or PCCM must give those
beneficiaries a choice of at least two entities.
The State seeks a waiver of section 1932(a)(@Rict, which requires States to offer a choicenofe

than one PIHP or PAHP per 42 CFR 438.52. Pleaseideshow the State will ensure this lack of chai€e
PIHP or PAHP is not detrimental to beneficiarigsility to access services.

2. Details. The State will provide enrollees with the followinhoices (please replicate for each program ivevgi

Program: "MI Health Link. "
Two or more MCOs

Two or more primary care providers within one PCCM system.
A PCCM or one or more MCOs

Two or more PIHPs.

Two or more PAHPs.

Other:

please describe
Region 1 will have one MCO under a Rural Exception.

Section A: Program Description

Part I: Program Overview
C. Choice of MCOs, PIHPs, PAHPs, and PCCMg of 3)

3. Rural Exception.
The State seeks an exception for rural area residerer section 1932(a)(3)(B) of the Act and 4R@RB8.52
(b), and assures CMS that it will meet the requéets in that regulation, including choice of phiesis or case
managers, and ability to go out of network in spedicircumstances. The State will use the rurakgexion in the
following areas ( "rural area" must be defined g area other than an "urban area" as defined GFR 412.62
(H(2)(i):
The rural exception is operated in the followingcMgan counties (Region 1): Alger, Baraga, Chippeidelta,
Dickinson, Gogebic, Houghton, Iron, Keweenaw, Ludackinac, Marquette, Menominee, Ontonagon, and
Schoolcraft.

4. 1915(b)(4) Selective Contracting.
Beneficiaries will be limited to a single providerin their service area
Please define service area.

*) Beneficiaries will be given a choice of provideri their service area
Section A: Program Description

Part I. Program Overview
C. Choice of MCOs, PIHPs, PAHPs, and PCCME of 3)

Additional Information. Please enter any additional information not inctuateprevious pages:
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Section A: Program Description

Part I. Program Overview
D. Geographic Areas Served by the Waive(l of 2)

1. General. Please indicate the area of the State where theexyarogram will be implemented. (If the waivertlaorizes
more than one program, please list applicable pragrbelow item(s) the State checks.
m Statewide-- all counties, zip codes, or regions of the &tat
-- Specify Program Instance(s) for Statewide
MI Health Link

m Less than Statewide
-- Specify Program Instance(s) for Less than Statew
MI Health Link

2. Details. Regardless of whether item 1 or 2 is checked aljgease list in the chart below the areas (i.6e<i
counties, and/or regions) and the name and typatif or program (MCO, PIHP, PAHP, HIO, PCCM ohet entity)
with which the State will contract.

Type of Program (PCCM,

City/County/Region MCO, PIHP, or PAHP) Name of Entity (for MCO, PIHP, PAHP)

Region 1 MCO Upper Peninsula Health Plan

Region 4 MCO Aetna Better Health, Meridian Health Plan of
Michigan

Region 7 MCO United HealthCare, Molina, Aetna Better Health,

AmeriHealth, HAPMidwest, Fidelis

United HealthCare, Molina, Aetna Better Healfl,
AmeriHealth, HAPMidwest, Fidelis

Region 9 MCO

Section A: Program Description

Part I: Program Overview
D. Geographic Areas Served by the Walivef2 of 2)

Additional Information. Please enter any additional information not inctugeprevious pages:
Regions and associated counties:

Region 1: Alger, Baraga, Chippewa, Delta, DickinsBngebic, Houghton, Iron, Keweenaw, Luce, Mackjidarquette,
Menominee, Ontonagon, Schoolcraft

Region 4: Barry, Berrien, Branch, Calhoun, Casdaikazoo, St. Joseph, Van Buren
Region 7: Wayne

Region 9: Macomb

ICO Names:

AmeriHealth Michigan

Aetna Better Health

Fidelis SecureCare

Meridian Health Plan of Michigan
HAP Midwest Health Plan
Molina Healthcare of Michigan
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United Healthcare Community Plan
Upper Peninsula Health Plan

Section A: Program Description

Part I: Program Overview
E. Populations Included in Waiver(1 of 3)

Please note that the eligibility categories of lileld Populations and Excluded Populations below meayodified as needed
to fit the State’s specific circumstances.

1. Included Populations.The following populations are included in the WaiVrogram:

Section 1931 Children and Related Populatiorare children including those eligible under Secti®31,
poverty-level related groups and optional groupsldér children.

Mandatory enrollment

Voluntary enrollment

Section 1931 Adults and Related Populatiorsre adults including those eligible under Secti®81], poverty-
level pregnant women and optional group of careteddatives.

Mandatory enrollment

Voluntary enrollment

Blind/Disabled Adults and Related Populationsare beneficiaries, age 18 or older, who are déditr Medicaid
due to blindness or disability. Report Blind/DisatblAdults who are age 65 or older in this categooy,in Aged.
Mandatory enrollment
Voluntary enrollment

Blind/Disabled Children and Related Populationsare beneficiaries, generally under age 18, wheakgéle for
Medicaid due to blindness or disability.

Mandatory enrollment

Voluntary enrollment

Aged and Related Populationsre those Medicaid beneficiaries who are age @8dar and not members of the
Blind/Disabled population or members of the Secfi®B1 Adult population.

Mandatory enrollment

Voluntary enroliment

Foster Care Childrenare Medicaid beneficiaries who are receiving fostee or adoption assistance (Title IV-
E), are in foster-care, or are otherwise in anajtfiome placement.

Mandatory enrollment

Voluntary enrollment

TITLE XXI SCHIP is an optional group of targeted low-income childwho are eligible to participate in

Medicaid if the State decides to administer théeSthildren’s Health Insurance Program (SCHIP)ugtothe
Medicaid program.

Mandatory enrollment
Voluntary enrollment

Other (Please define):

Individuals who are aged and/or disabled, age 2dldar, eligible for full benefits under MedicararPA, and
enrolled under Parts B and D, receiving full Medidaenefits, and living in Region 1, 4, 7, or Qlséincluded
are individuals who are eligible for Medicaid thgtuexpanded financial eligibility limits associateidh
nursing facility placement or under a 1915(c) HGRBSver.
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Enrollees who are in need of services related tabieral health (BH), intellectual/developmentadability
(I/DD), and/or substance use disorders (SUD), mitkeive these services through Michigan's Managedislty
Services and Supports Program 1915(b) waiver.idgghts who are eligible for the Habilitation Sapis
Waiver (HSW) 1915(b)/(c) waiver, may choose to iggrate in the HSW instead of the MI Health Link BE
1915(c) waiver program, but will receive physicabhh supports and services through the MI Heaittk 1915
(b) waiver. The MI Health Link 1915(b) enrolleebavare also enrolled in the HSW will also be ablesceive
all care coordination functions and requirementuiding use of the Care Bridge.

Section A: Program Description

Part I: Program Overview
E. Populations Included in Waiver(2 of 3)

2. Excluded Populations.Within the groups identified above, there may bdain groups of individuals who are
excluded from the Waiver Program. For example, #tgeed” population may be required to enroll int@throgram,
but “Dual Eligibles” within that population may nbe allowed to participate. In addition, “Sectid®81 Children”
may be able to enroll voluntarily in a managed gamgram, but “Foster Care Children” within thapptation may be
excluded from that program. Please indicate if @inyne following populations are excluded from papiating in the
Waiver Program:

Medicare Dual Eligible --Individuals entitled to Medicare and eligible &fome category of Medicaid benefits.
(Section 1902(a)(10) and Section 1902(a)(10)(E))

Poverty Level Pregnant Women- Medicaid beneficiaries, who are eligible onliile pregnant and for a short
time after delivery. This population originally tzane eligible for Medicaid under the SOBRA legigiati

Other Insurance --Medicaid beneficiaries who have other healtluraace.

Reside in Nursing Facility or ICF/IID --Medicaid beneficiaries who reside in Nursing ikées (NF) or
Intermediate Care Facilities for the Individualghwintellectual Disabilities (ICF/IID).

Enrolled in Another Managed Care Program--Medicaid beneficiaries who are enrolled in aeotlledicaid
managed care program

Eligibility Less Than 3 Months --Medicaid beneficiaries who would have less tttaee months of Medicaid
eligibility remaining upon enrollment into the pragn.

Participate in HCBS Waiver --Medicaid beneficiaries who participate in a Hoamel Community Based Waiver
(HCBS, also referred to as a 1915(c) waiver).

American Indian/Alaskan Native --Medicaid beneficiaries who are American Indian®\laskan Natives and
members of federally recognized tribes.

Special Needs Children (State Defined}Medicaid beneficiaries who are special needkladn as defined by

the State. Please provide this definition.
Individuals under age 21 who patrticipate in theld@bin's Special Health Care Services (CSHCS) pmgra
operating under the authority of Title V.

SCHIP Title XXI Children — Medicaid beneficiaries who receive servicesugtothe SCHIP program.
Retroactive Eligibility — Medicaid beneficiaries for the period of retrbae eligibility.

Other (Please define):

- Persons without full Medicaid coverage.

- Persons with spend-down.

- Persons with Medicaid who reside in a State pisyib hospital.
- Persons with commercial HMO coverage.
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- Persons with Medicare Advantage through an engploy

- Persons disenrolled due to Special Disenrollnframh Medicaid managed care.

- Persons incarcerated in a city, county, Statéeaeral correctional facility.

- Persons not living in a Demonstration region.

- Persons with Additional Low Income Medicare Béciafy/Qualified Individuals (ALMB/QI).

- Persons enrolled in the Program of All-Inclus@vare for the Elderly (PACE) or the MI Choice waiver
program.

Section A: Program Description

Part I: Program Overview
E. Populations Included in Waiver (3 of 3)

Additional Information. Please enter any additional information not inctugteprevious pages:

To avoid duplication of services, persons enroitedither the Program of All-Inclusive Care for tklerly (PACE) or the
MI Choice 1915(b)/(c) waiver program may particgat the MI Health Link Program, but must firstelisoll from PACE
or MI Choice.

Section A: Program Description

Part I: Program Overview
F. Serviceq1 of 5)

List all services to be offered under the WaiveAppendices D2.S. and D2.A of Section D, Cost-Effeness.

1. Assurances.

The State assures CMS that services under the WRaegram will comply with the following federal

requirements:
m Services will be available in the same amount, ibmaand scope as they are under the State Pladpe
CFR 438.210(a)(2).
m Access to emergency services will be assured pineel 932(b)(2) of the Act and 42 CFR 438.114.
m Access to family planning services will be assyvedsection 1905(a)(4) of the Act and 42 CFR 43bp1
The State seeks a waiver of section 1902(a)(4)ef\tct, to waive one or more of more of the

regulatory requirements listed above for PIHP oHPAprograms. Please identify each regulatory
requirement for which a waiver is requested, theaged care program(s) to which the waiver will
apply, and what the State proposes as an alteenagquirement, if any. (See note below for limaas
on requirements that may be waived).

The CMS Regional Office has reviewed and approtiedMCO, PIHP, PAHP, or PCCM contracts for

compliance with the provisions of 42 CFR 438.21(Xp)}438.114, and 431.51 (Coverage of Services,
Emergency Services, and Family Planning) as aggécé#f this is an initial waiver, the State assutieat
contracts that comply with these provisions willdudbmitted to the CMS Regional Office for appropabr
to enrollment of beneficiaries in the MCO, PIHP,H¥, or PCCM.

This is a proposal for a 1915(b)(4) FFS Selectieatéacting Program only and the managed care régnga

do not apply. The State assures CMS that servidebenavailable in the same amount, duration, scape
as they are under the State Plan.

The state assures CMS that it complies with Titéthe Medicare Modernization Act of 2003, in so &s
these requirements are applicable to this waiver.

Note: Section 1915(b) of the Act authorizes ther&acy to waive most requirements of section 190th@ Act for the

purposes listed in sections 1915(b)(1)-(4) of tlee. Mowever, within section 1915(b) there are pbdlons on
waiving the following subsections of section 1962h@ Act for any type of waiver program:
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m Section 1902(s) -- adjustments in payment for iilgo@thospital services furnished to infants undgr &, and
to children under age 6 who receive inpatient itaspervices at a Disproportionate Share Hos&H)
facility.

m Sections 1902(a)(15) and 1902(bb) — prospectivengay system for FQHC/RHC

m Section 1902(a)(10)(A) as it applies to 1905(aji2¥ comparability of FQHC benefits among Medicaid
beneficiaries

m Section 1902(a)(4)(C) -- freedom of choice of fangilanning providers

m Sections 1915(b)(1) and (4) also stipulate thatiGed 915(b) waivers may not waive freedom of cleait
emergency services providers.

Section A: Program Description

Part I: Program Overview
F. Serviceg2 of 5)

2. Emergency Servicesln accordance with sections 1915(b) and 1932(th@fAct, and 42 CFR 431.55 and 438.114,
enrollees in an MCO, PIHP, PAHP, or PCCM must heaeess to emergency services without prior authtioia,
even if the emergency services provider does ngd hacontract with the entity.

The PAHP, PAHP, or FFS Selective Contracting pnogdaes not cover emergency services.

Emergency Services Category General Comments (@ifio

3. Family Planning ServicesIn accordance with sections 1905(a)(4) and 191&flhe Act, and 42 CFR 431.51(b),
prior authorization of, or requiring the use ofwetk providers for family planning services is pitated under the
waiver program. Out-of-network family planning siees are reimbursed in the following manner:

The MCO/PIHP/PAHP will be required to reimburse-ofinetwork family planning services.

The MCO/PIHP/PAHP will be required to pay for faynglanning services from network providers, andStete
will pay for family planning services from out-oktwork providers.

The State will pay for all family planning servi¢ceghether provided by network or out-of-network yiders.

Other (please explain):

Family planning services are not included undemtheer.

Family Planning Services Category General Comm@nptsonal):

Section A: Program Description

Part I. Program Overview
F. Services3 of 5)

4. FQHC Services.In accordance with section 2088.6 of the Stateibéad Manual, access to Federally Qualified
Health Center (FQHC) services will be assured énfttlowing manner:

The program izoluntary, and the enrollee can disenroll at any time ibhehe desires access to FQHC services.

The MCO/PIHP/PAHP/PCCM is not required to provid@HC services to the enrollee during the enroliment
period.
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The program isnandatory and the enrollee is guaranteed a choice of at teeesMCO/PIHP/PAHP/PCCM

which has at least one FQHC as a participatingigesvIf the enrollee elects not to select a
MCO/PIHP/PAHP/PCCM that gives him or her accesB@C services, no FQHC services will be required to
be furnished to the enrollee while the enrolleerislled with the MCO/PIHP/PAHP/PCCM he or she cield.
Since reasonable access to FQHC services will bigadnle under the waiver program, FQHC servicesidatthe
program will not be available. Please explain hbev$tate will guarantee all enrollees will havénaice of at
least one MCO/PIHP/PAHP/PCCM with a participatif@HrC:

Enrollees will have access to FQHCs either in #gganal service area or out-of-network if an FQH@sInot
exist within the service area.

The program isnandatory and the enrollee has the right to obtain FQHCiseswutsidethis waiver program

through the regular Medicaid Program.

FQHC Services Category General Comments (optional):

5. EPSDT Requirements.

The managed care programs(s) will comply with #lewant requirements of sections 1905(a)(4)(b){ses),

1902(a)(43) (administrative requirements includimfgrming, reporting, etc.), and 1905(r) (definitjoof the Act
related to Early, Periodic Screening, Diagnosisl, Breatment (EPSDT) program.

EPSDT Requirements Category General Comments (@i}io

This waiver program will enroll only those individis who are age 21 and older, therefore EPSDT woatldbe
applicable to this program.

Section A: Program Description

Part I. Program Overview
F. Serviceg4 of 5)

6. 1915(b)(3) Services.

This waiver includes 1915(b)(3) expenditures. Téises must be for medical or health-related carether

services as described in 42 CFR Part 440, andubject to CMS approval. Please describe below wWiese
expenditures are for each waiver program that efffeem. Include a description of the populationgitak,
provider type, geographic availability, and reimgement method.

1915(b)(3) Services Requirements Category Genaralrients:

7. Self-referrals.

The State requires MCOs/PIHPs/PAHPs/PCCMs to aflomllees to self-refer (i.e. access without prior

authorization) under the following circumstancesoothe following subset of services in the
MCO/PIHP/PAHP/PCCM contract:

Self-referrals Requirements Category General Contsnen

An enrollee may access the following services wittgrior authorization regardless of network &dilon:
- Emergency medical care

- Family planning services

- Immunization and communicable disease managefr@ntlocal Public Health Departments

An enrollee may access the following services witharior authorization from In-Network providers:
- Routine services offered by women's health sjistsa
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8. Other.

Other (Please describe)

Supplemental Services will be available to alliblig enrollees based on medical necessity. TheSoapplemental
Services are:

1) Adaptive Medical Equipment and Supplies:

Devices, controls, or appliances specified in tigiviidual Integrated Care and Supports Plan (I1G8Bf) enable
enrollees to increase their abilities to perforrivitees of daily living, or to perceive, contraly communicate with
the environment in which they live. This servitgoancludes items necessary for life supportparddress physical
conditions along with ancillary supplies and equiminnecessary to the proper functioning of suahsteand durable
and non-durable medical equipment and medical sgpbt available under the Medicaid state planMedicare
that are necessary to address the enrollee's dmattimitations. All items shall meet applicalstandards of
manufacture, design, and installation. This widbacover the costs of maintenance and upkeepuwpeeent. The
coverage includes training the enrollee or caregiirethe operation and/or maintenance of the eqeiy or the use
of a supply when initially purchased. Some examfies an exhaustive list) of these items would feveer
chairs/benches, lift chairs, raised toilet se@achers, jar openers, transfer seats, bath lifis/idgts, swivel discs,
bath aids such as long handle scrubbers, teleplidaeautomated/telephone or watches that asdistmédication
reminders, button hooks or zipper pulls, modifiatireg utensils, modified oral hygiene aids, modif@ooming
tools, heating pads, sharps containers, exer@sesiand other therapy items, voice output bloedgure monitor,
and nutritional supplements such as Ensure. It imaistocumented on the IICSP or case record thatetmeis the
most cost-effective alternative to meeting the Bees needs. Items must meet applicable standémanufacture,
design, and installation. There must be documientain the IICSP or case record that the best vialwarranty
coverage was obtained at the time of purchasensltaust be of direct medical or physical benefithie

enrollee. Items may be purchased directly frorairstores that offer the item to the general publiiquid
nutritional supplement orders must be renewed esigrgnonths by a physician, physician's assistamurse
practitioner (in accordance with scope of practittems not included are herbal remedies, nutréeadst or over-the-
counter items not approved by the FDA

2) Community Transition Services:

This service includes non-reoccurring expensebdoeficiaries transitioning from a nursing facilityanother
residence where the enrollee is responsible foohiger own living arrangement. On a one-time drdgis, may
include housing or security deposits to secure ingusr obtain a lease; utility hook-ups and degositinitiate and
secure utilities (excludes television and interrfemniture, appliances, and moving expenses tapgand safely
reside in a community residence (excludes diversiacreational devices); cleaning including psdication,
allergen control, and over-all cleaning; coordimatnd support services to facilitate the traasitig of the enrollee
to a community setting; other services deemedssarg and documented within the enrollee's [ICS&ctmmplish
the transition into a community setting. Communitansition Services do not include monthly housiegtal or
mortgage expense, food, or regular utility charges.

3) Personal Emergency Response System:

This electronic device enables enrollees to selteligin an emergency. The enrollee may also weariable
button to allow for mobility. The system is contextto the enrollee's phone and programmed to Isigresponse
center once a help button is activated.

4) Respite:

Respite services are provided to enrollees unabdare for themselves and

are furnished on a short-term basis due to thenalesef, or need of relief for,

those individuals normally providing services angorts for the enrollee. Respite is limited tool4rnight stays
per 365 days. ICOs may cover additional days aipRe as a flexible benefit outside the rate. Regpinot intended
to be utilized on a continual basis. Members ofarollee's family who are not the enrollees regataegiver may
provide respite for the regular caregiver. Howel@0s shall not authorize waiver funds to pay fenvices furnished
to an enrollee by his or her spouse.
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Section A: Program Description

Part I: Program Overview
F. Servicegs of 5)

Additional Information. Please enter any additional information not inctudgteprevious pages:

ICOs will be required to provide for all servicesvered by Medicaid and Medicare and additional #@mservices
indicated in this concurrent 1915(b)/(c) waiver liggiion under a capitated model of financing. Bdditional details, refer
to:

1) The Capitated Financial Alignment Model Memornamdof Understanding (MOU) between the Michigan Diapant of
Community Health (MDCH) and the Centers for Medécand Medicaid Services (CMS)

2)The Three-Way Contract for CMS, the State of Ngeh, and ICOs

Section A: Program Description

Part Il: Access
A. Timely Access Standardgl of 7)

Each State must ensure that all services covergerihe State plan are available and accessildertilees of the 1915(b)
Waiver Program. Section 1915(b) of the Act prolsibéstrictions on beneficiaries’ access to emerngsacvices and family
planning services.

1. Assurances for MCO, PIHP, or PAHP programs

The State assures CMS that it complies with sed82(c)(1)(A)(i) of the Act and 42 CFR 438.206

Availability of Services; in so far as these requients are applicable.
The State seeks a waiver of section 1902(a)(defict, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement forakhé waiver is requested, the managed care proggam(
to which the waiver will apply, and what the Stateposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approtiedMCO, PIHP, or PAHP contracts for compliance

with the provisions of section 1932(c)(1)(A)(i) thie Act and 42 CFR 438.206 Availability of Servicks
this is an initial waiver, the State assures tlatmacts that comply with these provisions willsadmitted to
the CMS Regional Office for approval prior to etmént of beneficiaries in the MCO, PIHP, PAHP, or
PCCM.

If the 1915(b) Waiver Program does not include &R component, please continue with Part 11.B. CapaSiigndard:
Section A: Program Descriptior

Part Il. Acces:
A. Timely Access Standardy2 of 7)

2. Details for PCCM program. The State must assure that Waiver Program ensdtiaee reasonable access to services.
Please note below the activities the State usasdore timely access services
a. Availability Standards.The State’s PCCM Program includes established maxidistance and/or trav

time requirements, given beneficiary’s normal meafrisansportation, for waiver enrollees’ accesthi®
following providers For each provider type checked, please describstéamelarc
1 PCPs

Please describ
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2. Specialists

Please describe:

3. Ancillary providers

Please describe:

4, Dental

Please describe:

5. Hospitals

Please describe:

6. Mental Health

Please describe:

7. Pharmacies

Please describe:

8. Substance Abuse Treatment Providers

Please describe:

9. Other providers

Please describe:
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Section A: Program Description

Part Il: Access
A. Timely Access Standardg3 of 7)

2. Details for PCCM program. (Continued)

b. Appointment Schedulingneans the time before an enrollee can acquire poiment with his or her

provider for both urgent and routine visits. That8%s PCCM Program includes established standards f
appointment scheduling for waiver enrollee’s acteghe following providers.
1. PCPs

Please describe:

2. Specialists

Please describe:

3. Ancillary providers

Please describe:

4, Dental

Please describe:

5. Mental Health

Please describe:

6. Substance Abuse Treatment Providers

Please describe:

7. uUrgent care

Please describe:

8. Other providers

Please describe:
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Section A: Program Description

Part Il: Access
A. Timely Access Standards4 of 7)

2. Details for PCCM program. (Continued)

C. In-Office Waiting Times: The State’s PCCM Program includes establishewatals for in-office waiting
times. For each provider type checked, please itestire standard.
1. PCPs

Please describe:

2. Specialists

Please describe:

3. Ancillary providers

Please describe:

4, Dental

Please describe:

5. Mental Health

Please describe:

6. Substance Abuse Treatment Providers

Please describe:

7. Other providers

Please describe:
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Section A: Program Description

Part Il: Access
A. Timely Access Standardss of 7)

2. Details for PCCM program. (Continued)

d. Other Access Standards

Section A: Program Description

Part Il. Access
A. Timely Access Standardg6 of 7)

3. Details for 1915(b)(4)FFS selective contracting pgrams: Please describe how the State assures timely atoctss
services covered under the selective contractingram.

Section A: Program Description

Part Il: Access
A. Timely Access Standardg7 of 7)

Additional Information. Please enter any additional information not inctuagteprevious pages:

Section A: Program Description

Part Il: Access
B. Capacity Standards(1 of 6)

1. Assurances for MCO, PIHP, or PAHP programs

The State assures CMS that it complies with sed82(b)(5) of the Act and 42 CFR 438.207 Assurance

of adequate capacity and services, in so far agtrexjuirements are applicable.
The State seeks a waiver of section 1902(a)(defict, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement forakhé waiver is requested, the managed care proggam(
to which the waiver will apply, and what the Stateposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approtiedMCO, PIHP, or PAHP contracts for compliance

with the provisions of section 1932(b)(5) and 42RC#38.207 Assurances of adequate capacity andssrvi
If this is an initial waiver, the State assured tantracts that comply with these provisions Wwél submitted
to the CMS Regional Office for approval prior ta@iment of beneficiaries in the MCO, PIHP, PAHP, o
PCCM.

If the 1915(k Waiver Program does not include a PCCM compormagse continue with Part I, C. Coordination and
Continuity of Care Standarc
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Section A: Program Description

Part Il: Access
B. Capacity Standards(2 of 6)

2. Details for PCCM program. The State must assure that Waiver Program ensdtiaee reasonable access to services.
Please note below which of the strategies the St#e assure adequate provider capacity in the P@Gtam.
a. The State has sehrollment limits for each PCCM primary care provider.

Please describe the enrollment limits and how eactetermined:

b. The State ensures that there are adequate numB&GI¥ PCPs witlopen panels

Please describe the State's standard:

C. The State ensures that there ismdrquate numberof PCCM PCPs under the waiver assure access to all
services covered under the Waiver.

Please describe the State’s standard for adequéte €apacity:

Section A: Program Description

Part Il: Access
B. Capacity Standards(3 of 6)

2. Details for PCCM program. (Continued)
d. The State comparemimbers of providersbefore and during the Waiver.

| Provider Type | # Before Waiver I #in Current Waiver I # Expected in Renewal II

Please note any limitations to the data in the tladove:

e. The State ensures adequagegraphic distribution of PCCMs.

Please describe the State's standard:

Section A: Program Description

Part Il: Access
B. Capacity Standards(4 of 6)

2. Details for PCCM program. (Continued)
f. PCP:Enrollee Ratio. The State establishes standards for PCP to eandtios.

| Area/(City/County/Region) | PCCM-to-Enrollee Ratio I |
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Please note any changes that will occur due taueeof physician extenders.:

g. Other capacity standards

Please describe:

Section A: Program Description

Part Il: Access
B. Capacity Standards(5 of 6)

3. Details for 1915(b)(4)FFS selective contracting pgrams: Please describe how the State assures providecitapa
has not been negatively impacted by the selectiméracting program. Also, please provide a detaibguacity
analysis of the number of beds (by type, per fggil for facility programs, or vehicles (by tyg®er contractor) — for
non-emergency transportation programs, neededpatidon to assure sufficient capacity under thesergprogram.
This analysis should consider increased enrollraedtor utilization expected under the waiver.

Section A: Program Description

Part Il: Access
B. Capacity Standards(6 of 6)

Additional Information. Please enter any additional information not inctuateprevious pages:

Section A: Program Description

Part Il: Access
C. Coordination and Continuity of Care Standards(1 of 5)

1. Assurances for MCO, PIHP, or PAHP programs

The State assures CMS that it complies with sed#8?(c)(1)(A)(i) of the Act and 42 CFR 438.206

Availability of Services; in so far as these requients are applicable.
The State seeks a waiver of a waiver of sectior2(€(4) of the Act, to waive one or more of moretaf

regulatory requirements listed above for PIHP oHPAprograms.

Please identify each regulatory requirement forakha waiver is requested, the managed care proggam(
to which the waiver will apply, and what the Stateposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approtiedMCO, PIHP, or PAHP contracts for compliance

with the provisions of section 1932(c)(1)(A)(i) thie Act and 42 CFR 438.206 Availability of Servicks
this is an initial waiver, the State assures tloatmacts that comply with these provisions willdadmitted to
the CMS Regional Office for approval prior to etmént of beneficiaries in the MCO, PIHP, PAHP, or
PCCM.
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Section A: Program Description

Part Il. Access
C. Coordination and Continuity of Care Standards(2 of 5)

2. Details on MCO/PIHP/PAHP enrollees with special hdéh care needs.
The following items are required.

a. The plan is a PIHP/PAHP, and the State has detedrtlmat based on the plan’s scope of services, and

how the State has organized the delivery systea tliePIHP/PAHP need not meet the requirements
for additional services for enrollees with spetiehlth care needs in 42 CFR 438.208.

Please provide justification for this determination

b. Identification. The State has a mechanism to identify persorsspiécial health care needs to MCOs,
PIHPs, and PAHPs, as those persons are defindeeliytate.

Please describe:

c. AssessmentEach MCO/PIHP/PAHP will implement mechanismsngsappropriate health care

professionals, to assess each enrollee identifigtid State to identify any ongoing special condisi that
require a course of treatment or regular care rodng. Please describe:

Please describe the enroliment limits and how ascletermined:

d. Treatment Plans For enrollees with special health care needsndeal a course of treatment or regular

care monitoring, the State requires the MCO/PIHPPAo produce a treatment plan.If so, the treatment
plan meets the following requirements:
1. Developed by enrollees’ primary care provider véttrollee participation, and in consultation

with any specialists’ care for the enrollee.
2. Approved by the MCO/PIHP/PAHP in a timely mannéafproval required by plan).

3. In accord with any applicable State quality assceaend utilization review standards.

Please describe:

e. Direct access to specialistdf treatment plan or regular care monitoringriplace, the MCO/PIHP/PAHP

has a mechanism in place to allow enrollees tactyraccess specialists as appropriate for enrellee
condition and identified needs.

Please describe:
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Section A: Program Description

Part Il: Access
C. Coordination and Continuity of Care Standards(3 of 5)

3. Details for PCCM program. The State must assure that Waiver Program ensdfiaee reasonable access to services.
Please note below which of the strategies the St#e assure adequate provider capacity in the P@Gtam.

a. Each enrollee selects or is assigned poimary care provider appropriate to the enrollee’s needs.

b. Each enrollee selects or is assigned to a desijdategnated health care practitionemwho is primarily
responsible for coordinating the enrollee’s ovenalhlth care.

C. Each enrollee is receivégalth education/promotioninformation.

Please explain:

d. Each provider maintains, for Medicaid enrolldesalth recordsthat meet the requirements established by
the State, taking into account professional statslar

e. There is appropriate and confidengaichange of informationamong providers.

f. Enrollees receive information about specific heatihditions that requirtsllow-up and, if appropriate,
are given training in self-care.

g. Primary care case manageaddress barriersthat hinder enrollee compliance with prescribedtments
or regimens, including the use of traditional and@mplementary medicine.

h. Additional case managemenis provided.

Please include how the referred services and thdicakforms will be coordinated among the
practitioners, and documented in the primary camseemanager’s files.

i Referrals.

Please explain in detail the process for a patierférral. In the description, please include how th
referred services and the medical forms will berdowted among the practitioners, and documented in
the primary care case managers'’ files.

Section A: Program Description

Part Il. Access
C. Coordination and Continuity of Care Standards(4 of 5)

4. Details for 1915(b)(4) only programsif applicable, please describe how the State asshe¢ continuity and
coordination of care are not negatively impactedh®yselective contracting program.

Section A: Program Description

Part Il: Access
C. Coordination and Continuity of Care Standards(5 of 5)

Additional Information. Please enter any additional information not inctugeprevious pages:
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Special Health Care Needs:

The State defines individuals with special heatttemeeds as including only children or those iiddials participating in
the Children's Special Health Care Services prograhe Ml Health Link program will not be enrolliraqpy individuals in
these groups.

Care Bridge and Care Coordination Process:

There is an extensive care coordination and coityilofi care process for the M| Health Link Prograams,required by, and

further detailed in, the MOU, the Three-Way Contraad also the contract(s) between ICOs and PIB&e coordination
services are available to all enrollees. The caoedination process/framework, referred to as taee@ridge, includes the
following components.

Through the Care Bridge, the members of the erg'slieare and supports team facilitate access tteafaand informal
supports and services identified in the enrolleaésidual Integrated Care and Supports Plan (II5CHhe Care Bridge
includes an electronic Care Coordination platforhicl will support an Integrated Care Bridge Redoréhcilitate timely
and effective information flow between the memhsrthe care and supports team. The Care Bridgeelatked care
coordination will provide for a person-centered ra@geh that is consistent with the CMS model of @are Medicare and
Medicaid requirements and guidance, the opportdaoitgnrollees to choose arrangements that sugptirtletermination,
appropriate access and information sharing forlkz@® and treating providers, and medication re\aed reconciliation.
The Care Bridge provides the functionality to faate coordination across the full continuum of é#meollee's services,
supports, and providers. This includes facilitatingess to appropriate community-based resourétsaviocus on
providing services in the most integrated settind supporting transitions between care settinge.IT® Care Coordinator
will offer care coordination services to the ergell The ICO Care Coordinator will be required iatjg coordinate with the
PIHP supports coordinator or case manager wheaerttwlee has received services through a PIHP nvitie last 12
months, or a newly enrolled person requests atestified as having potential need for behavioeslth BH, I1/DD, or SUD
needs. If the enrollee has need for long term suppmd services (LTSS), the ICO Care Coordinaithroailaborate with
the enrollee's chosen LTSS supports coordinatoe €aordination will include, at a minimum, theléling steps within
prescribed timeframes: 1) an assessment procdsschales an Initial Screening, a Level | Assesstnand if needed, a
Level Il Assessment; 2) Meeting of the IntegrateateCTeam (ICT), as needed or as requested by tbéesn 3)
development of an IICSP based on the person-cehpda@ning process; 4) ongoing care coordinatiaaijifating access to
services and supports, monitoring and advocacytiling the Care Coordination platform to deygland maintain an
Integrated Care Bridge Record (ICBR).

The assessment process that must be completelll dorallees:

1) Initial Screening using specified screening ¢joes at the time of enroliment. It is a seriegofollee reported yes/no
guestions related to historical and current serugm The purpose is to identify enrollees with idimte needs in order to
prioritize enrollees needing a Level | Assessmentcicted in person.

2) Level | Assessment: The ICO Care Coordinator egihduct this assessment using an MDCH approvaddassess an
enrollee's current health, welfare, functional rseaadd risks. This Assessment will serve as theslfasidentifying need for
Level Il Assessment and referral. The Level | Assasnt process may also include completing the NgrSacility Level of
Care Determination (NFLOCD)tool to determine whetie enrollee meets criteria for nursing faciligyél of care as
required for nursing facility residential placementMI Health Link HCBS waiver enrollment. More orfation about the
NFLOCD tool may be found at http://www.michigan.gmdch/0,1607,7-132-2945 42542 42543 42546 42552013
,00.html.

3) Level Il Assessment for enrollees identifiechasing a need for supports and services related &5, BH, I/DD, SUD,

or complex medical conditions. The Level Il Assesafrtools) are determined by MDCH. If an individhals been assessed
within the previous 12 months, the current assessmay be incorporated into the [ICSP until thegiof the annual
reassessment or if the enrollee has a signifidaen@e in condition.

The enrollee must be reassessed at least annoiafigpner if there is a significant change in ctiadior upon request from
the enrollee.

Integrated Care Team (ICT):

An ICT will be offered to each enrollee. Membershiill include the enrollee (to the extent he or sheoses to participate),
his or her chosen allies, the ICO Care Coordingigmary care physician, and LTSS Supports Cootdimand/or PIHP
Supports Coordinator or Case Manager (as appliadote other individuals as appropriate. The rélthe ICT is to
participate in the person-centered planning proasgstirected by the enrollee, collaborate with ot6d members to ensure
the person-centered planning process is maintaassikt the enrollee in meeting his or her goalsyee the IICSP
monitored and implemented according to the enrsligeals, review assessment or test results agdeaddress transitions
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of care when a change between care settings o@nsste continuity of care, and monitor issuededl#o quality of care
and quality of life.

Refer to Table 7-C in the MOU for details regardamptinuity of care transition requirements forfeliént types of services
such as primary care, durable medical equipmengesies, chemotherapy and radiation, dialysis tneat, home health,
nursing facility services, and others.

Section A: Program Description

Part Ill: Quality

1. Assurances for MCO or PIHP programs

The State assures CMS that it complies with sed#82(c)(1)(A)(iii)-(iv) of the Act and 42 CFR 4382,

438.204, 438.210, 438.214, 438.218, 438.224, 483 £28.228, 438.230, 438.236, 438.240, and 438r242
so far as these regulations are applicable.
The State seeks a waiver of section 1902(a)(defict, to waive one or more of the regulatory

requirements listed for PIHP programs.

Please identify each regulatory requirement forahhé waiver is requested, the managed care proggam(
to which the waiver will apply, and what the Stateposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approtiedMCO, PIHP, or PAHP contracts for compliance

with the provisions of section 1932(c)(1)(A)(iiiy] of the Act and 42 CFR 438.202, 438.204, 438,210
438.214, 438.218, 438.224, 438.226, 438.228, 4834£33.236, 438.240, and 438.242. If this is atahi
waiver, the State assures that contracts that gowifh these provisions will be submitted to the EM
Regional Office for approval prior to enrolimentléneficiaries in the MCO, PIHP, PAHP, or PCCM.
Section 1932(c)(1)(A)(iii)-(iv) of the Act and 42FR 438.202 requires that each State Medicaid agtraty

contracts with MCOs and PIHPs submit to CMS a emitstrategy for assessing and improving the quafity
managed care services offered by all MCOs and PIHPs
The State assures CMS that thislity strategy was initially submitted to the CMS Regional Offige:

(mm dd/ yy)
The State assures CMS that it complies with sed#82(c)(2) of the Act and 42 CFR 438 Subpart E, to

arrange for an annual, independexternal quality review of the outcomes and timeliness of, and access to
the services delivered under each MCO/ PIHP contiamte: EQR for PIHPs is required beginning March

10/01/14

2004.

Please provide the information below (modify clestecessary):

Activities Conducted
Program Type Name of Mandatory Optional
Organization
9 EQR study Activities Activities
CMS and I1():0Determ|ne
MD%H shall compliance
cr:)orclgate with federal
the | Medicaid
Tobe external managed carg
determined. [quality regulations
This is reviews and quality
MCO currently conducted by standards, 2)
under the Quality  [\/5jidation of
procurement |improvement f o rement
process. Organization and 3)
(QIO) a?d Validation of
Extelrna performance
gua_ ity improvement
eview projects.
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Activities Conducted
Name of

i At Mandator Optional
Organization EQR study Activitiesy ACQ[iVitieS

Program Type

Organization
(EQRO).

PIHP

Section A: Program Description

Part Ill: Quality

2. Assurances For PAHP program

The State assures CMS that it complies with sedi82(c)(1)(A)(iii)-(iv) of the Act and 42 CFR 43A.0,

438.214, 438.218, 438.224, 438.226, 438.228, 48828 438.236, in so far as these regulations are
applicable

The State seeks a waiver of section 1902(a)(deft, to waive one or more of the regulatory
requirements listed for PAHP progra

Please identify each regulatory requirement forakhé waiver is requested, the managed care proggam(
to which the waiver will apply, and what the S proposes as an alternative requirement, if i

The CMS Regional Office has reviewed and approtied®AHP contracts for compliance with the

provisions of section 1932(c) (1)(A)(iii)-(iv) ohe Act and 42 CFR 438.210, 438.214, 438.218, 438.22
438.226, 438.228, 438.230 and 438.236. If thimimdial waiver, the State assures that contriwis
comply with these provisions will be submitted ke ICMS Regional Office for approval prior to ennadint
of beneficiaries in the MCO, PIHP, PAHP PCCM

Section A: Program Description

Part Ill: Quality

3. Details for PCCM program. The State must assure that Waiver Program ensdfiaee access to medicatigcessar
services of adequate quality. Please note belowtthéegies the State uses to assure quality eficahe PCCM
program.

a. The State has developed a set of overall quiatiprovement guidelines for its PCCM program.

Pleast describe

Section A: Program Description

Part Ill: Quality
3. Details for PCCM program. (Continued)
b. State Intervention: If a problem is identified regarding the qualitiyservices received, the State will
intervene as indicat below
1. Provide education and informal mailings to benefieis and PCCMs

2. Initiate telephone and/or mail inquiries and folloyw
3. Request PCCM'’s response to identified problems
4, Refer to program staff for further investigation
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10.
11.
12.
13.
14.
15.

Send warning letters to PCCMs

Refer to State’s medical staff for investigation
Institute corrective action plans and follow-up
Change an enrollee’s PCCM

Institute a restriction on the types of enrollees
Further limit the number of assignments

Ban new assignments

Transfer some or all assignments to different PCCMs
Suspend or terminate PCCM agreement
Suspend or terminate as Medicaid providers
Other

Please explain:

Section A: Program Description

Part Ill: Quality

3. Details for PCCM program. (Continued)
c. Selection and Retention of ProvidersThis section provides the State the opportumitgié¢scribe any

requirements, policies or procedures it has ingtacallow for the review and documentation of
qualifications and other relevant information peritag to a provider who seeks a contract with theteS
or PCCM administrator as a PCCM. This section guired if the State has applied for a 1915(b)(4)
waiver that will be applicable to the PCCM program.

Please check any processes or procedures listed tieht the State uses in the process of seleatidg
retaining PCCMs. The State (please check all thply

1.

2.

Has a documented process for selection and reteotiBCCMs (please submit a copy of that

documentation).
Has an initial credentialing process for PCCMs thdtased on a written application and site

visits as appropriate, as well as primary sourc#iwation of licensure, disciplinary status,
and eligibility for payment under Medicaid.
Has a recredentialing process for PCCMs that ismptished within the time frame set by the

State and through a process that updates informatitained through the following (check all

that apply):
A. Initial credentialing

B. Performance measures, including those obtaineddghrthe following (check all that

apply): o
[ The utilization management system.

[ The complaint and appeals system.
[ Enrollee surveys.
[ Other.

Please describe:

Uses formal selection and retention criteria tleahdt discriminate against particular
providers such as those who serve high risk pojpulaior specialize in conditions that require
costly treatment.

Has an initial and recredentialing process for PGGither than individual practitioners (e.g.,

rural health clinics, federally qualified healtmters) to ensure that they are and remain in
compliance with any Federal or State requirements (licensure).
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6. Notifies licensing and/or disciplinary bodies ohet appropriate authorities when suspensions
or terminations of PCCMs take place because ofityudéficiencies.
7. Other

Please explain:

Section A: Program Description

Part Ill: Quality

3. Details for PCCM program. (Continued)

d. Other quality standards (please describe):

Section A: Program Description

Part Ill: Quality

4. Details for 1915(b)(4) only programsPlease describe how the State assures qualitg isettvices that are covered
by the selective contracting program. Please dasthie provider selection process, including tliteria used to select
the providers under the waiver. These include guald performance standards that the providerd mest. Please
also describe how each criteria is weighted:

Section A: Program Description

Part IV: Program Operations
A. Marketing (1 of 4)

1. Assurances

The State assures CMS that it complies with sed#82(d)(2) of the Act and 42 CFR 438.104 Marketing

activities; in so far as these regulations areiagple.
The State seeks a waiver of section 1902(a)(defict, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement forakhé waiver is requested, the managed care proggam(
to which the waiver will apply, and what the Stateposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approtiedMCO, PIHP, PAHP, or PCCM contracts for

compliance with the provisions of section 1932(d}{Pthe Act and 42 CFR 438.104 Marketing actititf
this is an initial waiver, the State assures tloatmacts that comply with these provisions willdadmitted to

the CMS Regional Office for approval prior to emmént of beneficiaries in the MCO, PIHP, PAHP, or
PCCM.

This is a proposal for a 1915(b)(4) FFS Selectivatéacting Program only and the managed care régnsa
do not apply.
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Section A: Program Description

Part IV: Program Operations
A. Marketing (2 of 4)

2. Details
a. Scope of Marketing
1.

The State does not permit direct or indirect mankeby MCO/PIHP/PAHP/PCCM or selective

contracting FFS providers.
2. The State permits indirect marketing by MCO/PIHPHIRPCCM or selective contracting FFS

providers (e.g., radio and TV advertising for th€@/PIHP/PAHP or PCCM in general).
Please list types of indirect marketing permitted:

ICOs may participate in group marketing events pnodide general audience materials such as
general circulation brochures, pamphlets, newspaiietes,
newspaper/magazine/billboard/radio/television atisements, signs, non-ICO sponsored events,
public transportation, mailings to general popwolatimalls or commercial retail establishments,
community centers, churches, non-ICO sponsoredhfzts conducted in a public setting and
provided to the general public. Some marketing@utdeach may be conducted at local senior
centers. ICOs must refer all potential enrolleeth&oenroliment broker for enroliment questions
and information. Marketing materials must be apprblsy CMS and/or the State in accordance
with federal or State policies and as indicateMiohigan's Request for Proposals (RFP) for the
MI Health Link program, the MOU, and/or the ThreeaW\Contract. Additional requirements will
be described in the RFP, MOU and the Three-Way r@ont

3. The State permits direct marketing by MCO/PIHP/PAMECM or selective contracting FFS

providers (e.g., direct mail to Medicaid benefi@aj.

Please list types of direct marketing permitted:

Section A: Program Description

Part IV: Program Operations
A. Marketing (3 of 4)

2. Details (Continued)

b. Description. Please describe the State’s procedures regaddiegt and indirect marketing by answering the
following questions, if applicable.

1.

The State prohibits or limits MCOs/PIHPs/PAHPs/PCd¢lective contracting FFS providers
from offering gifts or other incentives to potehgarollees.

Please explain any limitation or prohibition andvihathe State monitors this:

Direct marketing to individual enrollees or potah&nrollees is prohibited.

ICOs are allowed to market their services to theegal population within their entire service area.
The ICO may not provide inducements through whiotmpgensation, reward, or supplementary
benefits or services are offered to individualenooll or remain enrolled with the ICO. The State,
and CMS in some instances, will review and approaeketing materials.
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Marketing materials and processes will be reviedwing MI Health Link annual compliance
reviews.
2. The State permits MCOs/PIHPs/PAHPs/PCCMs/selectivdracting FFS providers to pay their

marketing representatives based on the numbenotMedicaid enrollees he/she recruited into the
plan.

Please explain how the State monitors marketirengure it is not coercive or fraudulent:

3. The State requires MCO/PIHP/PAHP/PCCM/selectivetremting FFS providers to translate
marketing materials.

Please list languages materials will be translaitei. (If the State does not translate or require
the translation of marketing materials, please axpt

Prevalent Language is defined as specific Non-Bhdlanguages that are spoken as the primary
language by more than 5% of the ICQO's enrollee [abjpn. Materials are translated into all
Prevalent Languages. Oral translation is also redupr all individuals.

The State has chosen these languages because étyeitiat apply):
a. The languages comprise all prevalent languagédseisérvice area.

Please describe the methodology for determiningadest languages:
Prevalent language is defined as specific Non-Ehdlanguages that are spoken as the

primary language by more than 5% of the ICO's éeeqgbopulation. Materials are
translated into all Prevalent Languages. Oral tadios is also required.

The languages comprise all languages in the seave spoken by approximately

percent or more of the population.
C. Other

Please explain:

Section A: Program Description

Part IV: Program Operations
A. Marketing (4 of 4)

Additional Information. Please enter any additional information not inctuateprevious pages:

Section A: Program Description

Part IV: Program Operations
B. Information to Potential Enrollees and Enrolleegq1 of 5)

1. Assurances

The State assures CMS that it complies with Fed®egllations found at section 1932(a)(5) of the sl
42 CFR 438.10 Information requirements; in so fathese regulations are applicable.
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The State seeks a waiver of a waiver of sectior2((4) of the Act, to waive one or more of moretedf
regulatory requirements listed above for PIHP oHPAprograms.

Please identify each regulatory requirement forakha waiver is requested, the managed care proggam(
to which the waiver will apply, and what the Stateposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approtiedMCO, PIHP, PAHP, or PCCM contracts for

compliance with the provisions of section 1932(ajfthe Act and 42 CFR 438.10 Information
requirements. If this is an initial waiver, the t8tassures that contracts that comply with theseigions

will be submitted to the CMS Regional Office forpapval prior to enroliment of beneficiaries in thiCO,
PIHP, PAHP, or PCCM.

This is a proposal for a 1915(b)(4) FFS Selectieatéacting Program only and the managed care régnga
do not apply.

Section A: Program Description

Part IV: Program Operations
B. Information to Potential Enrollees and Enrolleeg2 of 5)

2. Details
a. Non-English Languages

1.

Potential enrollee and enrollee materials will ta@slated into the prevalent non-English
languages.

Please list languages materials will be translate. (If the State does not require written
materials to be translated, please explain):

Prevalent Language is defined as Specific Non-Ehdlanguage that is spoken as the primary
language by more than 5% of the potential enr@le®llee population. Enrollee materials are
translated into all Prevalent Languages.

If the State does not translate or require thestedion of marketing materials, please explain:

The State defines prevalent non-English languagie&heck any that apply):
a. The languages spoken by significant number of fiteenrollees and enrollees.

Please explain how the State defines “significant.”

The languages spoken by approxima percent or more of the

potential enrollee/enrollee population.
C. Other

Please explain:

2. Please describe how oral translation services\aiahle to all potential enrollees and enrollees,
regardless of language spoken.
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ICOs and Michigan ENROLLS are required to have taaislation services available to any
potential enrollees or enrollees. ICOs will be rieggito have oral interpretation services through
in-person interpreters or via telephone throughMleenber Services toll-free telephone line.

3. The State will have a mechanism in place to hetplres and potential enrollees understand the

managed care program.
Please describe:
The State, the Medicare/Medicaid Assistance ProgMMAP), and Michigan ENROLLS wiill
provide factual and unbiased information about I@®gotential enrollees and enrollees upon
request. All enrollees are provided with basioinfation about the program and any enrollee
rights and protections as required in 42 CFR 438.10

Section A: Program Description

Part IV: Program Operations
B. Information to Potential Enrollees and Enrolleeq3 of 5)

2. Details (Continued)
b. Potential Enrollee Information
Information is distributed to potential enrollegs b

State
Contractor

Please specify:

ICOs, Michigan's State Health Insurance Prograndibéee/Medicaid Assistance Program
(MMAP)), or Michigan ENROLLS will distribute infor@tion to potential enrollees. The State may
also distribute information. Potential enrolleesymall 1-800-MEDICARE for information related
to Medicare, but the beneficiary should contactitjan ENROLLS for MI Health Link enrollment
information.

There are no potential enrollees in this progra@meck this if State automatically enrolls benefiea
into a single PIHP or PAHP.)

Section A: Program Description

Part IV: Program Operations
B. Information to Potential Enrollees and Enrolleeg4 of 5)

2. Details (Continued)
c. Enrollee Information

The State has designated the following as resplenfsibproviding required information to enrollees:

the State
State contractor

Please specify:

Michigan ENROLLS and possibly Medicare/Medicaid itance Program (MMAP).
The MCO/PIHP/PAHP/PCCM/FFS selective contractingvpter.
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Section A: Program Description

Part IV: Program Operations
B. Information to Potential Enrollees and Enrolleegs of 5)

Additional Information. Please enter any additional information not inctugeprevious pages:

Enrollment Counseling is provided by Michigan ENR through telephone access and information digeihin the
mail. Michigan ENROLLS holds subcontracts withdbagencies that provide both information sessamaell as
opportunities for individual counseling. All cowgisrs hired by MAXIMUS, (dba Michigan ENROLLS) rece initial
training that addresses the special needs of thiidsliel population, such as referral to communityntakhealth agencies
and other local agencies that provide servicethftrpopulation. They also receive desk referetttatsprovide the
information that can be referenced after trainsigampleted. The Michigan ENROLLS maintains a Tahone line for
individuals who are hearing impaired. The fieldfis also provided with the same training asdak center staff. The
regional coordinators, who oversee the field s&#, also available to provide assistance for lieineks and their families
in accessing necessary services, coordinatinglagid agencies and in assuring such services aitable within the ICO
choices for new enrollees.

Section A: Program Description

Part IV: Program Operations
C. Enroliment and Disenrollment (1 of 6)

1. Assurances

The State assures CMS that it complies with sed#82(a)(4) of the Act and 42 CFR 438.56 Disenrelitn

in so far as these regulations are applicable.
The State seeks a waiver of section 1902(a)(defict, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.dB¢echeck this item if the State has requestedvewa
of the choice of plan requirements in section A)l.C

Please identify each regulatory requirement forakha waiver is requested, the managed care proggam(
to which the waiver will apply, and what the Stateposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approliedMCO, PIHP, PAHP, or PCCM contracts for

compliance with the provisions of section 1932(axfthe Act and 42 CFR 438.56 Disenrollment
requirements. If this is an initial waiver, the 8tassures that contracts that comply with theseigions

will be submitted to the CMS Regional Office fompapval prior to enroliment of beneficiaries in kO,
PIHP, PAHP, or PCCM.

This is a proposal for a 1915(b)(4) FFS Selectieatéacting Program only and the managed care régnsa

do not apply.
Section A: Program Description

Part IV: Program Operations
C. Enroliment and Disenrollment (2 of 6)

2. Details

Please describe the State’s enrollment proced@®s/PIHPs/PAHP/PCCMs and FFS selective contragtingider
by checking the applicable items below.

a. Outreach

The State conducts outreach to inform potentiabléses, providers, and other interested partigh®f
managed care program.
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Please describe the outreach process, and speayf\special efforts made to reach and provide
information to special populations included in thaiver program:

MDCH staff have provided informational presentatido various stakeholder groups and regional
forums which include provider organizations, poigregnrollees and their representatives, advocates,
other individuals. These presentations and forwiidoe ongoing throughout the duration of the M
Health Link program. MDCH has also developed a vtelghich can be found at
http://www.michigan.gov/mdch/0,4612,7-132-2939 2932939-259203--,00.html. Another website
has been developed and can be found at .

The enrollment broker (Michigan ENROLLS) does mafsthe outreach. Refer to Part IV(B)(Additional
Information) for details. The Medicare/Medicaid A$ance Program may also conduct some outreach
activities.

Section A: Program Description

Part IV: Program Operations
C. Enrollment and Disenrollment (3 of 6)

2. Details (Continued)
b. Administration of Enrollment Process

State staff conducts the enrollment process.
The State contracts with an independent contrat¢iré., enrollment broker) to conduct the

enrollment process and related activities.
The State assures CMS the enrollment broker cdnreets the independence and freedom from

conflict of interest requirements in section 19Q3{bthe Act and 42 CFR 438.810.

Broker name

Please list the functions that the contractor péitform:
choice counseling

enrollment
other

Please describe:

Enrollment Counseling is provided by Michigan ENRG through telephone access,
face to face meetings and information distributethe mail. Michigan ENROLLS holds
subcontracts with local agencies that provide lrdfibrmation sessions as well as
opportunities for individual counseling. The métpof enroliment contact is through the
telephone.
All counselors hired by MAXIMUS, (dba Michigan ENRQOS) are given initial training
that addresses the special needs of the Medicaidlgtion. Michigan ENROLLS also has
desk references that provide the reference infoomahat can be utilized after training is
completed. Michigan ENROLLS maintains a dedicatéd phone line for hearing
impaired. The field staff is also provided witletkame training as the call center
staff. The regional coordinators, who overseditid staff, are also available to provide
assistance for beneficiaries and their familieadoessing necessary services, coordinating
with local agencies and in assuring such serviceseailable within the ICO network for
new enrollees.

State allows MCO/PIHP/PAHP or PCCM to enroll bediefiies.

Please describe the process:
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Section A: Program Description

Part IV: Program Operations
C. Enrollment and Disenrollment (4 of 6)

2. Details (Continued)

c. Enrollment . The State has indicated which populations anedatrily enrolled and which may enroll on a
voluntary basis in Section A.l.E.

This is anew program.

Please describe th@plementation schedule(e.g. implemented statewide all at once; phaséy iarea;
phased in by population, etc.):

There will be phased in periods for opt-in and passnroliment.

The State will initially conduct two phased optgiariods, each of which will occur prior to each
respective passive enrollment. ICOs will be requieaccept opt-in enrollments no earlier than agsd
prior to the initial effective date as outlined del

a) Phase 1: Beneficiaries in Region 1 and Reginillde able to opt-in beginning no earlier than
October 1, 2014 with an enroliment effective ddtdamuary 1, 2015.

b) Phase 2: Beneficiaries in Region 7 and Regiwill%e able to opt-in no earlier than March 1, 301
with an enrollment effective date of May 1, 2015.

There will also be two passive enroliment phaspednods for those beneficiaries who have not made a
plan selection. The start dates for the first tithese periods are as follows:

a) Phase 1: Beneficiaries in Regions 1 and 4 \aiieha passive enroliment effective date of noearli
than April 1, 2015.

b) Phase 2: Beneficiaries in Regions 7 and 9 willeha passive enroliment effective date of noearli
than July 1, 2015.

This is anexisting program that will be expanded during the renewal period.

Please describePlease describe thmplementation schedule(e.g. new population implemented
statewide all at once; phased in by area; phasby population, etc.):

If a potential enrolleeoes not selecan MCO/PIHP/PAHP or PCCM within the given timerfrg, the

potential enrollee will bauto-assignedor default assigned to a plan.
i.

Potential enrollees will hay ' day(s)/"  month(s)to choose a plan.
ii. There is an auto-assignment process or algorithm.

In the description please indicate the factors édered and whether or not the auto-
assignment process assigns persons with speciéthhese needs to an
MCO/PIHP/PAHP/PCCM who is their current provider who is capable of serving their
particular needs:

For details about the algorithm, refer to the THi¢gy Contract.
The State automatically enrolls beneficiaries.

on a mandatory basis into a single MCO, PIHP, oHPAn a rural area (please also check item

A.l.C.3).
on a mandatory basis into a single PIHP or PAHPRMuaich it has requested a waiver of the

requirement of choice of plans (please also chierk A.I1.C.1).
on a voluntary basis into a single MCO, PIHP, oHPA The State must first offer the beneficiary a

choice. If the beneficiary does not choose, théeStay enroll the beneficiary as long as the
beneficiary can opt out at any time without cause.

https://wm+-mmdl.cdsvdc.com/\WMS/faces/protected/cms1915b/v@ibtiintSelector.js 10/1/201-



Print application selector for 1915(b)Waiver: Drsft.030.00.0C- Jan 01, 201 Page3t of 78

Please specify geographic areas where this occurs:

The State provideguaranteed eligibility of months (maximum of 6 months permitted) for
MCO/PCCM enrollees under the State plan.

The State allows otherwise mandated beneficianiesguesexemptionfrom enroliment in an
MCO/PIHP/PAHP/PCCM.

Please describe the circumstances under which aflmary would be eligible for exemption from
enroliment. In addition, please describe the exénpgirocess:

The Stateautomatically re-enrolls a beneficiary with the same PCCM or MCO/PIHP/PAHIRere is a
loss of Medicaid eligibility of 2 months or less.

Section A: Program Description

Part IV: Program Operations
C. Enrollment and Disenrollment (5 of 6)

2. Details (Continued)

d. Disenrollment

The State allows enrolleesdgenroll from/transfer between MCOs/PIHPs/PAHPs and PCCMs.

Regardless of whether plan or State makes thendigigtion, determination must be made no later than
first day of the second month following the momhwihich the enrollee or plan files the request. If
determination is not made within this time frantes tequest is deemed approved.

i Enrollee submits request to State.

ii. Enrollee submits request to MCO/PIHP/PAHP/PCCM. &htity may approve the request, or

refer it to the State. The entity may not disapprthe request.
iii. Enrollee must seek redress through MCO/PIHP/PAHEM@rievance procedure before

determination will be made on disenrollment request
The Statedoes not permit disenrollmentfrom a single PIHP/PAHP (authority under 190243)(

authority must be requested), or from an MCO, PI6tFRAHP in a rural area.
The State haslack-in period (i.e. requires continuous enrollment wit€®/PIHP/PAHP/PCCM) of

months (up to 12 months permitted). If so, thaeSéssures it meets the requirements of 42
CFR 438.56(c).

Please describe the good cause reasons for whi@nesllee may request disenroliment during the fock
in period (in addition to required good cause reasof poor quality of care, lack of access to ceder
services, and lack of access to providers expee@it dealing with enrollee’s health care needs):

The State does not havédoak-in, and enrollees in MCOs/PIHPs/PAHPs and PCCMs llowed to

terminate or change their enroliment without caatseny time. The disenrollment/transfer is effextno
later than the first day of the second month follaypthe request.

The State permitslCOs/PIHPs/PAHPs and PCCMs to request disenrollmenof enrollees.
i MCO/PIHP/PAHP and PCCM can request reassignmean @hnrollee.

Please describe the reasons for which enrolleesregnest reassignment
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The ICO may initiate special disenrollment requéstdehaviors as defined in 42 CFR
438.56.

ii. The State reviews and approves all MCO/PIHP/PAHRE/MMGEnitiated requests for enrollee

transfers or disenrollments.
iii. If the reassignment is approved, the State notifiesenrollee in a direct and timely manner of

the desire of the MCO/PIHP/PAHP/PCCM to removedhmllee from its membership or
from the PCCM'’s caseload.
iv. The enrollee remains an enrollee of the MCO/PIHMPA CCM until another

MCO/PIHP/PAHP/PCCM is chosen or assigned.
Section A: Program Description

Part IV: Program Operations
C. Enroliment and Disenrollment (6 of 6)

Additional Information. Please enter any additional information not inctuateprevious pages:

Enrollment:

Beneficiary-elected enrollment is effective thefficalendar day of the month following the initieteipt of a beneficiary's
request to enroll, or the first day of the monttdieing the month in which the beneficiary is ebtg, as applicable for an
individual enrollee. MDCH will conduct phased inrjpels for opt-in and passive enroliment. ICOs Ww#él required to accept
opt-in enrollments no earlier than 30-days prioth initial effective date as outlined below. T3tate or the Michigan
Enrollment Broker will provide notice of the oppanity to select an ICO at least 30 days prior ®dffective date of an opt
-in enrollment period. This notice will explain theneficiary's options, including the option to opt of the Demonstration
at any time.

MDCH will initially conduct two passive enrolimephase-in periods for those beneficiaries who haterrade a plan
selection. Passive enrollment is effective no sotimen 60 days after beneficiary notification of tlight to select an ICO.

Section A: Program Description

Part IV: Program Operations
D. Enrollee Rights(1 of 2)

1. Assurances

The State assures CMS that it complies with sed##82(a)(5)(B)(ii) of the Act and 42 CFR 438 Sulifar

Enrollee Rights and Protections.
The State seeks a waiver of section 1902(a)(deRict, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement forakhé waiver is requested, the managed care proggam(
to which the waiver will apply, and what the Stateposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approtiedMCO, PIHP, PAHP, or PCCM contracts for

compliance with the provisions of section 1932(HEXii) of the Act and 42 CFR Subpart C EnrollegiRs
and Protections. If this is an initial waiver, fBtate assures that contracts that comply with thesésions
will be submitted to the CMS Regional Office forpapval prior to enroliment of beneficiaries in thiCO,
PIHP, PAHP, or PCCM.

This is a proposal for a 1915(b)(4) FFS Selectivatéacting Program only and the managed care régunsa
do not apply.

The State assures CMS it will satisfy all HIPAAWRGY standards as contained in the HIPAA rules doain

45 CFR Parts 160 and 164.
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Section A: Program Description

Part IV: Program Operations
D. Enrollee Rights(2 of 2)

Additional Information. Please enter any additional information not inctugteprevious pages:

Section A: Program Description

Part IV: Program Operations
E. Grievance Systenl of 5)

1. Assurances for All ProgramsStates, MCOs, PIHPs, PAHPs, and States in PCCMFRSdselective contracting
programs are required to provide Medicaid enrolieitls access to the State fair hearing procese@sned under 42
CFR 431 Subpart E, including:

a. informing Medicaid enrollees about their fair hegrrights in a manner that assures notice at the ¢if
an action,

b. ensuring that enrollees may request continuatidrea&fits during a course of treatment during greap
or reinstatement of services if State takes adtibimout the advance notice and as required in aecare
with State Policy consistent with fair hearingseT$tate must also inform enrollees of the procesdbye
which benefits can be continued for reinstated, and

c. other requirements for fair hearings found in 4RCR1, Subpart E.

The State assures CMS that it complies with sed#82(a)(4) of the Act and 42 CFR 438.56 Disenrelhitn

in so far as these regulations are applicable.
Section A: Program Description

Part IV: Program Operations
E. Grievance System? of 5)

2. Assurances For MCO or PIHP programs MCOs/PIHPs are required to have an internal griee system that
allows an enrollee or a provider on behalf of arolee to challenge the denial of coverage of,aympent for services
as required by section 1932(b)(4) of the Act ancC#R 438 Subpart H.

The State assures CMS that it complies with sed#82(b)(4) of the Act and 42 CFR 438 Subpart F
Grievance System, in so far as these regulatianagplicable.

Please identify each regulatory requirement forahhé waiver is requested, the managed care proggam(
to which the waiver will apply, and what the Stateposes as an alternative requirement, if any:

The grievance and appeal process must follow thegsis described in the Three-Way Contract and MOU,
which include the Medicare and Medicaid processes.
The CMS Regional Office has reviewed and approtiedMCO or PIHP contracts for compliance with the

provisions of section 1932(b)(4) of the Act andGR2R 438 Subpart F Grievance System. If this isnitial
waiver, the State assures that contracts that gowift these provisions will be submitted to the EM
Regional Office for approval prior to enrolimenthneficiaries in the MCO, PIHP, PAHP, or PCCM.

Section A: Program Description

Part IV: Program Operations
E. Grievance Systen3 of 5)

3. Details for MCO or PIHP programs

a. Direct Access to Fair Hearing
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The Stateequires enrollees texhaustthe MCO or PIHP grievance and appeal process éefornllees

may request a state fair hearing.
The Statadoes not requireenrollees t@xhaustthe MCO or PIHP grievance and appeal process éefor

enrollees may request a state fair hearing.
b. Timeframes

The State’s timeframe within which an enrolleepmvider on behalf of an enrollee, must fileappeal
is days (between 20 and 90).
The State’s timeframe within which an enrollee nfilsta grievanceis days.

c. Special Needs
The State has special processes in place for pergitm special needs.
Please describe:
ICOs are required to provide enrollees with addaicassistance for completing forms and working
through various procedural steps. Additional aasise includes, but is not limited to, interpretervices
and toll-free call centers that have TTY/TDD antkipreter capability.
Section A: Program Description

Part IV: Program Operations
E. Grievance Systent4 of 5)

4. Optional grievance systems for PCCM and PAHP progrms. States, at their option, may operate a PCCM and/o
PAHP grievance procedure (distinct from the famrireg process) administered by the State agentlyedPCCM
and/or PAHP that provides for prompt resolutiorissties. These grievance procedures are strictinterly and may
not interfere with a PCCM, or PAHP enrollee’s frepdto make a request for a fair hearing or a PCEMAHP
enrollee’s direct access to a fair hearing in ins¢s involving terminations, reductions, and susjoes of already
authorized Medicaid covered services.

The State has a grievance procedure fo| 1[SPCCM and/or; | PAHP program characterized by the following

(please check any of the following optional proaedithat apply to the optional PCCM/PAHP grievance
procedure):
The grievance procedures are operated by:

the State

the State’s contractor.

Please identify
the PCCM

the PAHP
Requests for review can be made in the PCCM a#tP grievance system (e.g. grievance, appeals):

Please describe:

Has a committee or staff who review and resolveiests for review.

Please describe if the State has any specific ctteamir staff composition or if this is a fiscalesu, enroliment
broker, or PCCM administrator function:

Specifies a time frame from the date of actiontlfierenrollee to file a request for review.
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Please specify the time frame for each type ofesgior review:

Has time frames for resolving requests for review.

Specify the time period set for each type of retfioeseview:

Establishes and maintains an expedited review psace

Please explain the reasons for the process andfgpbe time frame set by the State for this preces

Permits enrollees to appear before State PCCM/Ppetfonnel responsible for resolving the requestdaiew.
Noatifies the enrollee in writing of the decisiondaany further opportunities for additional revieas, well as the

procedures available to challenge the decision.
Other.

Please explain:

Section A: Program Description

Part IV: Program Operations
E. Grievance Systents of 5)

Additional Information. Please enter any additional information not inctuateprevious pages:

If an appeal involves either a Medicaid only or ade/Medicaid overlapping benefit with either t or PIHP, the
enrollee may ask for the state fair hearing befdueing or after the ICO or PIHP internal appealgeiss. For appeals
involving Medicare and Medicaid overlapping bergfénrollees may file an appeal through eitheMidicare or Medicaid
appeals processes or both.

If an appeal involves an ICO Medicaid only benafitl the enrollee chooses to appeal through thei§intDepartment of
Financial and Insurance Services (DIFS), PatieghRio Independent Review Act, external review,e¢heollee must first
exhaust the ICO appeal process.

Initial appeals for Medicare service denials, raauns and terminations will be made to the ICOstaimed decisions will be
auto-forwarded to the Medicare Independent Reviatitfe(IRE). Enrollees will be able to request atieg before an
Office of Medicare Hearings and Appeals (OMHA) adisirative law judge for decisions sustained bylRig.

The Medicaid Fair Hearing process:

Enrollees have the right to a Fair Hearing whery tre denied eligibility (for the MI Health Link 815(b)/(c) waiver only,
the MI Health Link 1915(b) waiver, or Medicaid iemgral), denied choice of providers, or when sesritave been denied,
suspended, reduced or terminated. When deniapessions, reductions, or terminations occur, |@Gligrovide the
enrollee with a Notice of Adverse Action. This Metof Adverse Action is a single, integrated fdonAppeals related to
Medicare and Medicaid supports and services origess and must include the following components:

 The action the ICO has taken or intends to take;

 The reasons for the action explained in termsdh@aeasy for the enrollee to understand;

* The citation to the supporting regulations;

» The enrollee’s, provider’s or authorized repréatve’s right to file an internal Appeal with th€éO and that exhaustion of
the ICO’s internal Appeal processes is a prasgguo filing an External Appeal to Medicare BoMedicare service or
filing an external review (Patient’s Right to Indelent Review Act (PRIRA)) with DIFS for a Medicaervice;

» The enrollee’s or authorized representative’btrig file an External Appeal with Michigan Admitrigtive Hearing System
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(MAHS) concurrent to the filing of an internal agpe&vith the ICO for Medicaid services.

* Procedures for exercising enrollee’s rights tpesg;

» The enrollee’s right to request a State Fair khgain accordance with MCL 400.9,

« Circumstances under which expedited resoluti@viaslable and how to request it;

 The enrollee’s right to request an independerieve of a Medicaid service with the DIFS in the iementation of PRIRA,
MCL 550.1901-1929; and

« If applicable, the enrollee’s rights to have Héeecontinue pending the resolution of the appaad the circumstances
under which the enrollee may be required to payctsts of these services.

Internal or Initial Appeals for Medicaid servicerd@s will be made to the ICO and/or MAHS. If t180’s decision is
sustained in the Initial Appeal, the enrollee mpgeal to MAHS as long as it is within the 90 dafthe Notice of Adverse
Action. All Appeals must be resolved by the ICCeapeditiously as the enrollee’s condition requitasg, always within 30
calendar days of the request for standard appaadisywithin 72 hours of the request for expeditegeags. This timeframe
may be extended up to 14 days if the party or @atan show there is a need for the delay andhnttie enrollee’s best
interest. MAHS will resolve appeals as expeditipas the enrollee’s condition requires, but alwajthin 90 calendar days
of the received request.

The ICO must continue to provide benefits for albpapproved benefits (excluding Medicare Partlizi are terminated or
changed pending ICO Internal Appeals. For all appéled with MAHS, ICOs must continue to covenbéts for requests
received within 12 calendar days of the Notice df/érse Action. In circumstances where the timeafetandard appeal is
too long and may seriously jeopardize the enrddléiée, health, or ability to attain, maintain, rgain maximum function,
the ICO or the enrollee’s provider may request gpedited Appeal. If the Expedited Appeal is dentbd appeal request is
moved to the standard appeal timeframe and attempsgs be made to notify the enrollee immediately aiso provide the
enrollee with written notice of the denial withimd calendar days.

All appeal decisions must be in writing and mustude, but not be limited to, the decision that weeched and the date of
the decision. If the appeal decision is not elgtire favor of the enrollee, the following informiah must be included in the
notification to the enrollee: 1) the right to regtia State Fair Hearing and how to do so withén9ih calendar days
timeframe, 2) the right to receive benefits if theernal Appeal was received within 12 calendarsdafythe Notice of
Adverse Action, and 3) the right to request extereaew through PRIRA and DIFS and how to do so.

Payments for services covered during a pendingadpyi# not be recouped based on the outcome oapipeal.

Additionally, the Enrollee Handbook (or Member Handk, the alternative name) which is provided tméees upon
enrollment will also describe the entire appeatxpss including the State Fair Hearing process.

Refer to the Three-Way Contract for additional detegarding appeals and grievances processes.
Section A: Program Description

Part IV: Program Operations
F. Program Integrity (1 of 3)

1. Assurances

The State assures CMS that it complies with sed#8?(d)(1) of the Act and 42 CFR 438.610 Prohibite

Affiliations with Individuals Barred by Federal Ageies. The State assures that it prohibits an MEBGCM,
PIHP, or PAHP from knowingly having a relationshgied below with:

1. An individual who is debarred, suspended, or otliwexcluded from participating in procurement
activities under the Federal Acquisition Regulatiorirom participating in nonprocurement activities
under regulations issued under Executive Orderll¥649 or under guidelines implementing
Executive Order No. 12549, or

2. An individual who is an affiliate, as defined iretkederal Acquisition Regulation, of a person
described above.

The prohibited relationships are:

1. A director, officer, or partner of the MCO, PCCMHP, or PAHP;

2. A person with beneficial ownership of five percenimore of the MCQO'’s, PCCM’s, PIHP’s, or
PAHP’s equity;

3. A person with an employment, consulting or otheaagement with the MCO, PCCM, PIHP, or
PAHP for the provision of items and services thatsgnificant and material to the MCO'’s,
PCCM's, PIHP’s, or PAHP’s obligations under its tract with the State.
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The State assures that it complies with sectior2(®(®) and 42 CFR 431.55, which require sectiob5(9)

waiver programs to exclude entities that:
1. Could be excluded under section 1128(b)(8) of theaks being controlled by a sanctioned
individual;
2. Has a substantial contractual relationship (diceéhdirect) with an individual convicted of cemai
crimes described in section 1128(b)(8)(B) of the; Ac
3. Employs or contracts directly or indirectly with axdividual or entity that is
a. precluded from furnishing health care, utilizati@view, medical social services, or
administrative services pursuant to section 112BI@8A of the Act, or
b. could be exclude under 1128(b)(8) as being cortildily a sanctioned individual.

Section A: Program Description

Part IV: Program Operations
F. Program Integrity (2 of 3)

2. Assurances For MCO or PIHP programs

The State assures CMS that it complies with sed#8?(d)(1) of the Act and 42 CFR 438.608 Program

Integrity Requirements, in so far as these reguiatare applicable.
State payments to an MCO or PIHP are based orsdataitted by the MCO or PIHP. If so, the State essu

CMS that it is in compliance with 42 CFR 438.604d#hat must be Certified, and 42 CFR 438.606 Sxurc
Content, Timing of Certification.

The State seeks a waiver of section 1902(a)(defict, to waive one or more of the regulatory
requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement forakhé waiver is requested, the managed care proggam(
to which the waiver will apply, and what the Stateposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approtiedMCO or PIHP contracts for compliance with the

provisions of section 1932(d)(1) of the Act andGR2R 438.604 Data that must be Certified; 438.606rSn
Content , Timing of Certification; and 438.608 Prang Integrity Requirements. If this is an initiahiwer,
the State assures that contracts that comply Wwéhet provisions will be submitted to the CMS Region
Office for approval prior to enroliment of beneéides in the MCO, PIHP, PAHP, or PCCM.

Section A: Program Description

Part IV: Program Operations
F. Program Integrity (3 of 3)

Additional Information. Please enter any additional information not inctuateprevious pages:

Section B: Monitoring Plan

Part I: Summary Chart of Monitoring Activities
Summary of Monitoring Activities (1 of 3)

The charts in this section summarize the activitiessed to monitor major areas of the waiver programThe purpose is
to provide a “big picture” of the monitoring activi ties, and that the State has at least one activitg place to monitor
each of the areas of the waiver that must be monited.

Please note:
m MCO, PIHP, and PAHP programs:
m There must be at least one checkmark in each column
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m PCCM and FFS selective contractingorograms:

m There must be at least one checkmark in each colundar “Evaluation of Program Impact.”
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m There must be at least one check mark in one dhtiee columns under “Evaluation of Access.”
m There must be at least one check mark in one dhtiee columns under “Evaluation of Quality.”

Summary of Monitoring Activities: Evaluation of Program Impact

Evaluation of Program Impact

Information
Enroll Program to
Monitoring Activity Choice Marketing Disenroll Integrity Beneficiaries | Grievance
Accr_edit_ation for Non- MCO MCO MCO MCO MCO MCO
duplication PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Accreditation for MCO MCO MCO MCO MCO MCO
Participation PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Consumer Self-Report data MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Data Analysis (non-claims) MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Enrollee Hotlines MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Focused Studies MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Geographic mapping MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Independent Assessment MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
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Evaluation of Program Impact
Information
Enroll Program to
Monitoring Activity Choice Marketing Disenroll Integrity Beneficiaries | Grievance
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Measure any Disparities by MCO MCO MCO MCO MCO MCO
Racial or Ethnic Groups PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Network Adequacy MCO MCO MCO MCO MCO MCO
Assurance by Plan PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Ombudsman MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
On-Site Review MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Performance Improvement MCO MCO MCO MCO MCO MCO
Projects PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Performance Measures MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Periqdic Comparison of # of MCO MCO MCO MCO MCO MCO
Providers PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Profi!e Utilization by MCO MCO MCO MCO MCO MCO
Provider Caseload PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
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Evaluation of Program Impact
Information
Enroll Program to
Monitoring Activity Choice Marketing Disenroll Integrity Beneficiaries | Grievance
Provider Self-Report Data MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Test 24/7 PCP Availability MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Utilization Review MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Other MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS

Section B: Monitoring Plan

Part I: Summary Chart of Monitoring Activities

Summary of Monitoring Activities (2 of 3)

The charts in this section summarize the activitiessed to monitor major areas of the waiver programThe purpose is
to provide a “big picture” of the monitoring activi ties, and that the State has at least one activity place to monitor
each of the areas of the waiver that must be monited.

Please note:
m MCO, PIHP, and PAHP programs:
m There must be at least one checkmark in each column
m PCCM and FFS selective contractingorograms:
m There must be at least one checkmark in each colundar “Evaluation of Program Impact.”
m There must be at least one check mark in one dhtlee columns under “Evaluation of Access.”
m There must be at least one check mark in one dhtiee columns under “Evaluation of Quality.”

Summary of Monitoring Activities: Evaluation of Access

Evaluation of Access
PCP / Specialist Coordination /

Monitoring Activity limely Access Capacity Continuity
Accreditation for Non-duplication MCO MCO MCO

PIHP PIHP PIHP

PAHP PAHP PAHP

PCCM PCCM PCCM

FFS FFS FFS
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Evaluation of Access
PCP / Specialist Coordination /
Monitoring Activity limely Access Capacity Continuity
Accreditation for Participation MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Consumer Self-Report data MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Data Analysis (non-claims) MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Enrollee Hotlines MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Focused Studies MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Geographic mapping MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Independent Assessment MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Measure any Disparities by Racial or Ethnic MCO MCO MCO
Groups PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Network Adequacy Assurance by Plan MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
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Evaluation of Access
PCP / Specialist Coordination /
Monitoring Activity limely Access Capacity Continuity
PCCM PCCM PCCM
FFS FFS FFS
Ombudsman MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
On-Site Review MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Performance Improvement Projects MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Performance Measures MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Periodic Comparison of # of Providers MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Profile Utilization by Provider Caseload MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Provider Self-Report Data MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Test 24/7 PCP Availability MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Utilization Review MCO MCO MCO
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Evaluation of Access

PCP / Specialist

Coordination /

Monitoring Activity limely Access Capacity Continuity
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS

Other MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS

Section B: Monitoring Plan

Part I: Summary Chart of Monitoring Activities

Summary of Monitoring Activities (3 of 3)

The charts in this section summarize the activitiessed to monitor major areas of the waiver programThe purpose is
to provide a “big picture” of the monitoring activi ties, and that the State has at least one activity place to monitor
each of the areas of the waiver that must be monited.

Please note:

m MCO, PIHP, and PAHP programs:

m There must be at least one checkmark in each column
m PCCM and FFS selective contractingorograms:

m There must be at least one checkmark in each colundar “Evaluation of Program Impact.”

m There must be at least one check mark in one dhtlee columns under “Evaluation of Access.”

m There must be at least one check mark in one dhtiee columns under “Evaluation of Quality.”

Summary of Monitoring Activities: Evaluation of Quality

Evaluation of Quality

Coverage /
Monitoring Activity Authorization Provider Selection Qualitiy of Care
Accreditation for Non-duplication MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Accreditation for Participation MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Consumer Self-Report data MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Data Analysis (non-claims) MCO MCO MCO
PIHP PIHP PIHP
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Evaluation of Quality
Coverage /
Monitoring Activity Authorization Provider Selection Qualitiy of Care
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Enrollee Hotlines MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Focused Studies MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Geographic mapping MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Independent Assessment MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Measure any Disparities by Racial or Ethnic MCO MCO MCO
Groups PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Network Adequacy Assurance by Plan MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Ombudsman MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
On-Site Review MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
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Evaluation of Quality
Coverage /
Monitoring Activity Authorization Provider Selection Qualitiy of Care
Performance Improvement Projects MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Performance Measures MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Periodic Comparison of # of Providers MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Profile Utilization by Provider Caseload MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Provider Self-Report Data MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Test 24/7 PCP Availability MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Utilization Review MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
Other MCO MCO MCO
PIHP PIHP PIHP
PAHP PAHP PAHP
PCCM PCCM PCCM
FFS FFS FFS
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Section B: Monitoring Plan

Part II: Details of Monitoring Activities

Details of Monitoring Activities by Authorized Programs

For each program authorized by this waiver, pleaserovide the details of its monitoring activities byediting each
program listed below.

Programs Authorized by this Waiver:
Program Type of Program

MI Health Link MCO;

Note: If no programs appear in this list, pleasdinkethe programs authorized by this waiver
on the

Section B: Monitoring Plan

Part II: Details of Monitoring Activities
Program Instance: MI Health Link

Please check each of the monitoring activities beloused by the State. A number of common activitiesre listed below, but the
State may identify any others it uses. If federalegulations require a given activity, this is indicted just after the name of the
activity. If the State does not use a required aatity, it must explain why.

For each activity, the state must provide the follwing information:

Personnel responsible (e.g. state Medicaid, othés sgency, delegated to plan, EQR, other cont)acto
Detailed description of activity

Frequency of use

How it yields information about the area(s) beingmitored

L

D Accreditation for Non-duplication (i.e. if the contractor is accredited by an orgatibn to meet certain access,
structure/operation, and/or quality improvementdtads, and the state determines that the orgamizastandards are at least

as stringent as the state-specific standards edjuird2 CFR 438 Subpart D, the state deems theambor to be in compliance
with the state-specific standards)

Activity Details:

NCQA
JCAHO
AAAHC
Other

Please describe:

b. D Accreditation for Participation (i.e. as prerequisite to be Medicaid plan)

Activity Details:

NCQA
JCAHO
AAAHC
Other

Please describe:

C. Consumer Self-Report data

Activity Details:
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According to the Three-Way Contract, the ICO isuised to submit an annual Adult
Consumer Assessment of Healthcare Providers artdi8gSurvey (CAHPS) conducted
by a certified vendor.

The CAHPS is used to assess enrollee satisfaciithrtheir healthcare experience. The
CAHPS results are utilized in the scoring methodyplfor quality withhold and other
materials that may be distributed. The aggreg&tHES results provide important
program information as part of the State's oveyadllity improvement strategy. The State
may also develop a survey to capture data for afi$fState defined performance
measures for which there are no related CAHPS megais indicated in the MI Health
Link Quality Strategy. There may also be consusedfrreport data related to the
concurrent Ml Health Link HCBS waiver.

CAHPS

Please identify which one(s):

Most current version of the CAHPS Adult.
State-developed survey

Disenrollment survey

Consumer/beneficiary focus group

d. 7‘ Data Analysis (non-claims)

Activity Details:

The State generates reports from the Customeri®addlanagement system each
guarter. These reports are used to evaluate sraotland disenrollment trends, program
integrity (fraud/abuse) issues, and coverage atitbamations. Additionally, the ICOs are
required to submit reports on grievance and appetality within the plan semi-annually to
the State.

The State also generates a Michigan Capacity rémont the monthly provider file, to
evaluate PCP/Specialist Capacity and access byapldiy county.

MDCH also conducts data analysis for the MI Healttk HCBS waiver Quality
Improvement Strategy. There are many performanasures in the Quality Improvement
Strategy that require analysis of data from manyes such as annual on-site and off-site
reviews of ICOs, home visits to homes of enroll¢les, MMIS system (CHAMPS), the
Waiver Management System for Ml Health Link HCB8d dhe Critical Incident

Management System.
Denials of referral requests

Disenrollment requests by enrollee
From plan
From PCP within plan
Grievances and appeals data
Other
Please describe:
Provider Files

e. 7‘ Enrollee Hotlines

Activity Details:

The State maintains a beneficiary Michigan ENROLt&8phone line to address enrollee
inquiries regarding provider choice, enrolimentdioliment, and other related questions
and concerns.

f. *‘ Focused Studiegdetailed investigations of certain aspects dfictil or non-clinical services at a point in tinle answer

defined questions. Focused studies differ fromgrarance improvement projects in that they do nguire demonstrable and
sustained improvement in significant aspects aficdil care and non-clinical service)

Activity Details:

g. J‘ Geographic mapping
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Activity Details:

MDCH requires geographic mapping as part of thérashrequirements for adequate
provider networks and for changes in service af@aographic mapping is monitored by
the State during annual compliance reviews andgeally for service area requests.

J‘ Independent Assessmen(Required for first two waiver periods)

Activity Details:

The independent assessment for Ml Health Link béliconducted by the Contract
Management Team (CMT) made up of MDCH staff and Gt and/or designated
contractors. Details about the responsibilitiethefCMT are outlined in the Three-Way
Contract with CMS, MDCH, and ICOs.

J‘ Measure any Disparities by Racial or Ethnic Groups

Activity Details:
MDCH and ICOs will review HEDIS and CAHPS informatito determine if there are any
disparties by racial or ethnic groups.

J‘ Network Adequacy Assurance by PlafjRequired for MCO/PIHP/PAHP]

Activity Details:

The network adequacy data provides evaluation dfiafiormation for provider capacity,
provider selection and enrollee choice.

Each month, Michigan ENROLLS receives a file ofteptan's provider network. With

this file, Michigan ENROLLS analyzes each countyhwthe number of PCPs, hospitals,
specialists and ancillary providers. Michigan ENRGS provides MDCH with a capacity
report indicating the network adequacy of each plagach county. There are sanctions in
place for those ICOs that do not report the pravidggwork monthly. The department also
uses this report to provide enrollee choice anduet@ the ability of ICOs to receive
enrollment.

7‘ Ombudsman

Activity Details:

There will be an ombudsman program specific to Mhth Link. The program is called
the Demonstration ombudsman program (DOP). Thraheglstate's procurement process,
and entity or entities will be selected to contraith MDCH to implement the

DOP. MDCH has direct oversight of the DOP. MDCHIwnsure all required reporting
(ad hoc, quarterly, and semi-annually) is completed forwarded to CMS.

7‘ On-Site Review

Activity Details:

State staff conducts annual compliance reviewssoie ICO compliance with contract
requirements for choice, program integrity, infotioa to beneficiaries, grievances, timely
access, PCP/Specialists capacity, coordinatiorifaaityt of care, coverage/authorization,
provider selection, and quality of care. Compleneview reports are developed which
provide a summary of findings, identification oéas in which action is needed, and
opportunities for improvement.

v ‘ Performance Improvement Projects[Required for MCO/PIHP]

Activity Details:
ICOs are required to conduct clinical and non-chhiPerformance Improvement Projects
(PIP). Generally, ICOs select PIP topics spetdithe populations within each
ICO. However, the State may identify topics foedfic regional or program-wide
projects.

Clinical

Non-clinical

v ‘ Performance MeasuregRequired for MCO/PIHP]

Activity Details:
The State and ICOs are responsible for the perfecemaneasurement process. The State
has established performance measures that arearemhitn a regular basis. The scope of
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0.

the performance monitoring measures includes gualitare, access to care, customer
service, encounter data, care coordination, arnichsleeporting and processing measures.

The State has also identified key HEDIS and AHRQAPS measures for tracking and

trending. The State has a contracted vendor ttedtigtes ICO performance based on these

measures annually and prepares a report of findingsecommendations to the ICOs and
the State.

These data provide information relative to grievemdimely access, and quality of
care. DCH utilizes these data in setting qualitgtegy goals, performance standards,
improvement plans and payment related to qualitilvald.

The ICOs are required to incorporate these findingstheir annual Quality Assessment

and Improvement Plans, which is reviewed by théeSianually.
Process

Health status/ outcomes

Access/ availability of care

Use of services/ utilization

Health plan stability/ financial/ cost of care
Health plan/ provider characteristics

Beneficiary characteristics

7‘ Periodic Comparison of # of Providers

Activity Details:

The State continues to conduct a periodic compai$dhe number and types of Medicaid
providers to ensure State and federal requirensardghe opportunity for enrollees to have
choice among providers.

The State's enrollment broker, Michigan ENROLLSducts a monthly assessment of the
number and types of providers in each ICO networkarovides this information to the
State. This information is evaluated during thewsi compliance review, as necessary.

‘ Profile Utilization by Provider Caseload (looking for outliers)

Activity Details:

*‘ Provider Self-Report Data

Activity Details:

Survey of providers

Focus groups

7‘ Test 24/7 PCP Availability

Activity Details:

The State requires ICOs to monitor 24/7 Primarye@novider availability and minimum
of 20 hours per week per location. This is revigwg State staff during compliance
reviews.

7‘ Utilization Review (e.g. ER, non-authorized specialist requests)

Activity Details:

The State and ICOs conduct utilization reviews. pAg of the annual compliance visit, the
State assures that the ICO has a utilization manageprogram that governs the ICO's
utilitization review and decision-making.

7‘ Other
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Activity Details:

The State staff routinely conducts review of margteducational and member material to
ensure contract compliance prior to distributiorty ICO. The Three-Way Contract
defines the criteria for marketing materials.

Section C: Monitoring Results

Initial Waiver Request

Section 1915(b) of the Act and 42 CFR 431.55 rexgthiat the State must document and maintain dgtading the effect of
the waiver on the accessibility and quality of ses as well as the anticipated impact of the ptaja the State’s Medicaid
program. In Section B of this waiver preprint, Btate describes how it will assure these requirésrene met. For an initial
waiver request, the State provides assurancesrSedtion C that it will report on the resultstsfonitoring plan when it
submits its waiver renewal request. For a reneaguliest, the State provides evidence that waiverinagents were met for
the most recent waiver period. Please use Sectimnpbovide evidence of cost-effectiveness.

CMS uses a multi-pronged effort to monitor waivesgrams, including rate and contract review, sis#s; reviews of
External Quality Review reports on MCOs/PIHPs, emdews of Independent Assessments. CMS will usadbults of these
activities and reports along with this Section valaate whether the Program Impact, Access, anditQuagquirements of the
waiver were met.

This is an Initial waiver request.

The State assures that it will conduct the monitdng activities described in Section B, and will preide the results
in Section C of its waiver renewal request.

Section D: Cost-Effectiveness

Medical Eligibility Groups

Title
Nursing Facility
Nursing Facility Level of Care - Waiver
Community Residents
First Period Second Period
Start Date End Date Start Date End Date
Actual Enrollment for thg
Time Period**
Enroliment Projections f¢~ 01/01/2015 12/31/2015 01/01/2016 12/31/2016
the Time Period
**Include actual data and dates used in conversiom estimates
*Projections start on Quarter and include datadéguested waiver period

Section D: Cost-Effectiveness

Services Included in the Waiver
Document the services included in the waiver cosffectiveness analysis:

égcluded in Actual

Service Name State Plan Servide 1915(b)(3) Serv Waiver Cost

Inpatient Hospital (excludes psych)
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Service Name

State Plan Servid

e 1915(b)(3) Serv

égcluded in Actual
Waiver Cost

Physician Services

Outpatient Hospital (excludes psych)

Medicaid Covered Drugs (includes ov
the counter)

Certified Nurse Anesthetist

Oral Surgeons

Nurse Midwives

Podiatrist

Chiropractors

Optometrist

Clinic Services

Laboratory and Radiology

Home Health - Intermittent or Part-Tin
Nursing Services

Home Health - Oxygen, DME, &
Medical Supplies

Other DME & Medical Supplies

Prosthetics and Orthotics

Vision Services and Eyeglasses

Speech and Hearing Services

Sterilizations

Rural Health Clinic

FQHC

Tribal 6.38

Respiratory Care

Family Planning

Personal Care Services

Skilled Nursing Home - Maintenance
and Co-Insurance Days

Non-Skilled Nursing Home Stay (Lea
Days)

Adaptive Medical Equipment and
Supplies (1915c waiver)

Adult Day Program (1915c waiver)

Assistive Technology (1915c waiver)

Chore Services (1915c waiver)

Community Transition Services (1915
waiver)

(]

Environmental Modifications (1915c

waiver)
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Service Name State Plan Servide 1915(b)(3) Serv

égcluded in Actual
Waiver Cost

Expanded Community Living Support
(1915c waiver)

4

Fiscal Intermediary (1915c waiver)

Home Delivered Meals (1915c waiver

waiver)

Non-Medical Transportation (1915¢

Personal Emergency Response Systgm
(1915c waiver)

waiver)

Preventive Nursing Services (1915c

Private Duty Nursing (1915c waiver)

Respite (1915c waiver)

Section D: Cost-Effectiveness

Part |. State Completion Section

A. Assurances

a. [Required] Through the submission of this waiver, he State assures CMS:

m The fiscal staff in the Medicaid agency has reviewese calculations for accuracy and attestsetio th
correctness.

m The State assures CMS that the actual waiver voltse less than or equal to or the State’s wane@st
projection.

m Capitated rates will be set following the requirenseof 42 CFR 438.6(c) and will be submitted to @S
Regional Office for approval.

m Capitated 1915(b)(3) services will be set in amadally sound manner based only on approved 19@3H(b
services and their administration subject to CMSRIOr approval.

m The State will monitor, on a regular basis, the-affectiveness of the waiver (for example, thet&Staay
compare the PMPM Actual Waiver Cost from the CMS®&the approved Waiver Cost Projections). If
changes are needed, the State will submit a prégpemmendment modifying the Waiver Cost Projection

m The State will submit quarterly actual member mamholiment statistics by MEG in conjunction wittet
State’s submitted CMS-64 forms.

Signature: Stephen Fitton

State Medicaid Director or Designee
Submission
Date: Oct 1, 2014

Note: The Signature and Submission Date fields wibe automatically completed
when the State Medicaid Director submits the appliation.

b. Name of Medicaid Financial Officer making these assances:
Brian Keisling

o

. Telephone Number:

(517) 241-7181
d. E-mail:

KeislingB@michigan.gov
e. The State is choosing to report waiver expenditurelsased on

https://wm:-

' date of payment.
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[ date of service within date of payment. The Statenderstands the additional reporting requirements
in the CMS-64 and has used the cost effectiveneggeadsheets designed specifically for reporting by
date of service within day of payment. The State Wisubmit an initial test upon the first renewal ard
then an initial and final test (for the preceding 4years) upon the second renewal and thereafter.

Section D: Cost-Effectiveness

Part I: State Completion Section
B. Expedited or Comprehensive Test

This section is only applicable to Renewals

Section D: Cost-Effectiveness

Part |. State Completion Section
C. Capitated portion of the waiver only: Type of Caitated Contract

The response to this question should be the sameiadA.1.b.

a. MCO
b. PIHP
c. PAHP
d. PCCM
e. Other

Please describe:

Section D: Cost-Effectiveness

Part I: State Completion Section
D. PCCM portion of the waiver only: Reimbursement é PCCM Providers

Under this waiver, providers are reimbursed on a fe-for-service basis. PCCMs are reimbursed for patig
management in the following manner (please check drdescribe):

a. Management fees are expected to be paid under thisiver.
The management fees were calculated as follows.
1. Year 1: § per member per month fee.
2. Year 2: § per member per month fee.
3. Year 3: § per member per month fee.
4, Year 4: § per member per month fee.
b. Enhanced fee for primary care services.
Please explain which services will be affected hiyaaced fees and how the amount of the enhancemasnt
determined.
C. Bonus payments from savings generated under the ggram are paid to case managers who control

beneficiary utilization. UnderD.I.H.d., please describe the criteria the State will es@ivarding the
incentive payments, the method for calculating imiees/bonuses, and the monitoring the State \aWehin
place to ensure that total payments to the prosidernot exceed the Waiver Cost Projections (Append
D5). Bonus payments and incentives for reduciniization are limited to savings of State Plan sezviosts
under the waiver. Please also describe how the &tétensure that utilization is not adverselyeatied due
to incentives inherent in the bonus payments. Tstéscassociated with any bonus arrangements must be
accounted for in Appendix D3. Actual Waiver Cost.
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d. Other reimbursement method/amount.

$
Please explain the State's rationale for determithirs method or amount.

Section D: Cost-Effectiveness

Part |. State Completion Section
E. Member Months

Please mark all that apply.

a. Population in the base year data
1. Base year data is from the same population as todh@led in the waiver.
2. Base year data is from a comparable populatiohdadrntdividuals to be included in the waiver.

(Include a statement from an actuary or other exgilan, which supports the conclusion that the
populations are comparable.)
b. For an initial waiver, if the State estimates thet all eligible individuals will be enrolled in maged care

(i.e., a percentage of individuals will not be dle® because of changes in eligibility status drellength of
the enroliment process) please note the adjustherat

C. [Required] Explain the reason for any increaseemrélase in member months projections from the yeese

or over time:
Based on the projected rollout of the demonstrafegions 1 (Upper Penninsula) and 4 (SW Michigan)
will have voluntary enroliment beginning Januar®@15 and passive enrollment beginning April 1,
2015. Additionally, Regions 7 (Wayne County) an@M&acomb County) will have voluntary enroliment
beginning May 1, 2015 and passive enroliment begqduly 1, 2015. We have applied the following
assumptions to develop the enrollment projectiores the course of the waiver period:
- 10% of MDCH estimated enrollment during voluntasriods
- 40% of MDCH estimated enrollment during the fiystarter of passive enroliment
- 20% of MDCH estimated enrollment during the setgoarter of passive enroliment
- 10% of MDCH estimated enrollment for each addigibquarter until 100% of MDCH estimated
enroliment has been achieved (100% of estimateallerent is obtained 18 months following regiondl-ro
out)
- A 20% increase to waiver enrollment beginningéar 2 based on the additional slots
- A 2.0% annual enroliment increase for Calendearg&017-2019

d. [Required] Explain any other variance in eligiblember months from BY to P2:

e. [Required] List the year(s) being used by the Siata base year:

SFY 2011, 2012, and 2013

If multiple years are being used, please explain:
The BY includes SFY 2011, 2012, and 9 months of32idtual data.
f. [Required] Specify whether the base year is a Sistal year (SFY), Federal fiscal year (FFY), tner

period:
The BY includes SFY 2011, 2012, and 9 months of328dtual data.
g. [Required] Explain if any base year data is notwéet directly from the State's MMIS fee-for-servidaims

data:

Appendix D1 — Member Months
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Section D: Cost-Effectiveness

Part I: State Completion Section

F. Appendix D2.S - Services in Actual Waiver Cost

For Initial Waivers:

a. [Required] Explain the exclusion of any servicegém the cost-effectiveness analysis.

For States with multiple waivers serving a singdadficiary, please document how all costs for waive
covered individuals taken into account.

Appendix D2.S: Services in Waiver Cost

FFS FFS FFS
MCO Reimbursement] PIHP Reimbursemeny PAHP Reimbursement]
State Plan Capitated impacted by PCCM FFS Capitated impacted by Capitated impacted by
Services Reimbursemen MCO Reimbursement] Reimbursement| PIHP Reimbursement PAHP

Inpatient
Hospital
(excludes
psych)
Physician
Services

Outpatient
Hospital
(excludes
psych)
Medicaid
Covered Drug
(includes over
the counter)

Certified
Nurse
Anesthetist

o7

Oral Surgeons

Nurse
Midwives

Podiatrist

Chiropractors

Optometrist

Clinic Serviceq

Laboratory
and Radiology

Home Health
Intermittent or
Part-Time
Nursing
Services

Home Health
Oxygen,
DME, &
Medical
Supplies
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FFS J FFS J FFS J
MCO Reimbursemen PIHP Reimbursemeny PAHP Reimbursemen
State Plan Capitated impacted by PCCM FFS Capitated impacted by Capitated impacted by
Services Reimbursement MCO Reimbursement] Reimbursement| PIHP Reimbursement PAHP

Other DME &
Medical
Supplies

O

Prosthetics an|
Orthotics
Vision
Services and
Eyeglasses

Speech and
Hearing
Services

Sterilizations

Rural Health
Clinic

FQHC

Tribal 6.38

Respiratory
Care

Family
Planning

Personal Carg
Services

Skilled
Nursing Home
- Maintenance
and Co-
Insurance
Days
Non-Skilled
Nursing Home

Stay (Leave
Days)

Adaptive
Medical
Equipment angl
Supplies
(1915c waiver

Adult Day
Program
(1915c waiver

Assistive
Technology
(1915c waiver

Chore Service)
(1915c waiver

L2

Community
Transition
Services
(1915c waiver

Environmental
Modifications
(1915c waiver

Expanded
Community
Living
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FFS J FFS J FFS J
MCO Reimbursemen PIHP Reimbursemeny PAHP Reimbursemen
State Plan Capitated impacted by PCCM FFS Capitated impacted by Capitated impacted by
Services Reimbursement MCO Reimbursement] Reimbursement| PIHP Reimbursement PAHP

Supports
(1915c waiver

Fiscal
Intermediary
(1915c waiver

Home
Delivered
Meals (1915¢
waiver)

Non-Medical
Transportatior
(1915c waiver

Personal
Emergency
Response
System (1915
waiver)

Preventive
Nursing
Services
(1915c waiver

Private Duty
Nursing
(1915c waiver

Respite (1915
waiver)

\X4

Section D: Cost-Effectiveness

Part |. State Completion Section
G. Appendix D2.A - Administration in Actual Waiver Cost

[Required] The State allocated administrative costbetween the¢ Fee-for-service and managed care program dependir
upon the program structure. Note: initial programs will enter only FFS coststie BY. Renewal and Conversion waivers
will enter all waiver and FFS administrative costghe R1 and R2 ' BY

For Initial Waivers:

a. For an initial waiver, please document the amountfosavingsthat will be accrued in the State Plan service:
Savings under the waiver must be great enough to pdor the waiver administration costs in addition b
those costs in FFS. Please state the aggregate betegl amount projected to be spent on each additioha
service in the upcoming waiver period in the charbelow. Appendix D5 should reflect any savings to be
accrued as well as any additional administration epected. The savings should at least offset the
administration.

Additional Administrative Savings projected in State Amount projected to be spent]
Expense Plan Services Inflation projected in Prospective Period

Inpatient Hospital
(excludes psych)

Physician Service

Outpatient Hospite
(excludes psycl

Total:
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Additional Administrative Savings projected in State Amount projected to be spent]
Expense Plan Services Inflation projected in Prospective Period

Medicaid Covered Drugs
(includes over the countey

Certified Nurse
Anesthetist

Oral Surgeons

Nurse Midwives

Podiatrist

Chiropractors

Optometrist

Clinic Services

Laboratory and Radiolog

Home Health - Intermittef
or Part-Time Nursing
Services

Home Health - Oxygen,
DME, & Medical Supplied

Other DME & Medical
Supplies

Prosthetics and OrthoticH

Vision Services and
Eyeglasses

Speech and Hearing
Services

Sterilizations

Rural Health Clinic

FQHC

Tribal 6.38

Respiratory Care

Total:
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Additional Administrative Savings projected in State Amount projected to be spent]
Expense Plan Services Inflation projected in Prospective Period

Family Planning

Personal Care Services

Skilled Nursing Home -
Maintenance and Co-
Insurance Days

Non-Skilled Nursing
Home Stay (Leave Days

Adaptive Medical
Equipment and Supplies
(1915c waiver)

Adult Day Program (1914
waiver)

Assistive Technology
(1915c waiver)

Chore Services (1915c¢
waiver)

Community Transition
Services (1915c waiver)

Environmental
Modifications (1915¢c
waiver)

Expanded Community
Living Supports (1915c
waiver)

Fiscal Intermediary (1915
waiver)

Home Delivered Meals
(1915c waiver)

Non-Medical
Transportation (1915c
waiver)

Personal Emergency
Response System (1915
waiver)

Preventive Nursing
Services (1915c waiver)

Private Duty Nursing
(1915c waiver)

Respite (1915c waiver)

Total:

The allocation method for either initial or renewal waivers is explained below:
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a. The State allocates the administrative costs to ¢hmanaged care program based upon the number of vwasr
enrollees as a percentage of total Medicaid enrodleNote: this is appropriate for MCO/PCCM programs.
b. The State allocates administrative costs based upthe program cost as a percentage of the total Méazhid

budget. It would not be appropriate to allocate theadministrative cost of a mental health program basd
upon the percentage of enrollees enrolledote: this is appropriate for statewide PIHP/PAHR@rams.
C. Other

Please explain:

Appendix D2.A: Administration in Actual Waiver Cost
Section D: Cost-Effectiveness

Part |. State Completion Section
H. Appendix D3 - Actual Waiver Cost

a. The State is requesting a 1915(b)(3) waiveBéation A.I.A.1.cand will be providing non-state plan medical
services. The State will be spending a portiortsofaiver savings for additional services undentheser.
b. The State is including voluntary populations in tlke waiver.

Describe below how the issue of selection biadieasn addressed in the Actual Waiver Cost calcuiatio

Prospective risk selection factors were appliethéobase data in order to reflect the voluntary @pteout nature
of the MI Health Link program. These selectiontéass were developed using claims probability digttions
(CPDs) by population and applying penetration aggioms by cost category which reflects a more falte
mix of enroliment than the current FFS experienEgaluation of the CPDs showed that the risk silrds
applicable only to the Community population, sittee majority of service cost for the Nursing Fagind Ml
Health Link HCBS populations is determined by thesing facility and MI Health Link HCBS services.

Overall penetration for community residents wasiassd at 20% during the applicable voluntary perimald
75% during the passive enrollment period. Howeassumed penetration levels varied based on members
annual cost and types of services that were utilize

The composite selection factor that was estimaiethe Community population assumed to participatbe
Demonstration is approximately 0.819 for the Ovgef5 population and 0.812 for the Under Age 65
population. This adjustment is applied to theltBtdPM cost after application of trend, program aating
period adjustments.

The selection factor for the Community Tier is oafyplied to fee-for-service base experience aPtiads Lite
experience reflects the impact of enroliment s@adbeing estimated for the demonstration.
c. Capitated portion of the waiver only -- Reinsurane or Stop/Loss CoveragePlease note how the State will be

providing or requiring reinsurance or stop/losserage as required under the regulation. Statesetpyre
MCOs/PIHPs/PAHPs to purchase reinsurance. Simjl&tigtes may provide stop-loss coverage to
MCOs/PIHPs/PAHPs when MCOs/PIHPs/PAHPs exceedingréyment thresholds for individual enrollees.
Stop loss provisions usually set limits on maximdays of coverage or number of services for whieh th
MCO/PIHP/PAHP will be responsible. If the Statenddo provide stop/loss coverage, a descriptioadgsired.
The State must document the probability of incyrigosts in excess of the stop/loss level and #guincy of
such occurrence based on FFS experience. The egpescapita (also known as the stoploss preminouat)
should be deducted from the capitation year pregecbsts. In the initial application, the effecbghl be neutral.
In the renewal report, the actual reinsurance aogtclaims cost should be reported in Actual Waivest.
Basis and Method:

1. The State does not provide stop/loss protectionf®COs/PIHPs/PAHPS, but requires

MCOs/PIHPs/PAHPs to purchase reinsurance coverageripately. No adjustment was
necessary.
2. The State provides stop/loss protection

Describe below how the issue of selection biashiean addressed in the Actual Waiver Cost
calculations:
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d. Incentive/bonus/enhanced Payments for both Capitetl and fee-for-service Programs:
1. [For the capitated portion of the waiver] the totd payments under a capitated contract include

any incentives the State provides in addition to gatated payments under the waiver program.
The costs associated with any bonus arrangemerssbhawaccounted for in the capitated costs
(Column D of Appendix D3 Actual Waiver Cost). RegiuState Plan service capitated adjustments
would apply.

Document
i. Document the criteria for awarding the incentive pgments.
i. Document the method for calculating incentives/borges, and
iii. Document the monitoring the State will have in plae to ensure that total payments to
the MCOs/PIHPs/PAHPs do not exceed the Waiver Co§trojection.

i. MDCH will be withholding a percentage of the ¢afion payments and will pay this out to ICOs
after the end of the year based on their performamdicators. The criteria for the awards are
communicated to the ICOs each year.

ii. For each contract year, performance bonus iteesare withheld from the capitation payments
for the respective ICOs. The amount withheld farhegear of the waiver period is a percentage of
the capitation payment. The incentive costs areutaled as a percentage of the capitated costs.

iii. The total payments will not exceed the Wai@wst Projection because the incentives are
included in the approved capitation payments. Weelassumed the full bonus is paid under the
waiver. If performance criteria are not met, inéenpayments are not awarded. Conversely, the
award cannot exceed the amount from each capitpigment.

The incentive payments have been broken out il\gpendix D spreadsheets for the purposes of
determining cost effectiveness.

The ICO will be paid $1800 as a transition case mafddition to the paid rate tier for each
transition from nursing facility to the communifythere were three consecutive Tier 1 payments to
the nursing facility. This transition case ratdl Wwe paid once per year. This is associated thi¢h
Community Transition Service offered as a Supplemaldé®enefit for enrollees not participating in
MI Health Link HCBS. This is also associated wiltle Community Transition Service offered
under the MI Health Link HCBS waiver. MDCH will mior this by ensuring the transition case
rate was paid and can be matched to the actuas ipeavided or encounters submitted under the
Community Transition Service.

2. For the fee-for-service portion of the waiver, alfee-for-service must be accounted for in the fee-

for-service incentive costs (Column G of Appendix B Actual Waiver Cost).). For PCCM

providers, the amount listed should match inforovaprovided in D.l.D Reimbursement of
Providers. Any adjustments applied would need tetritee special criteria for fee-for-service
incentives if the State elects to provide incenfiagments in addition to management fees under the
waiver program (See D.l.l.e and D.1.J.e)

Document:
i. Document the criteria for awarding the incentive pgments.
ii. Document the method for calculating incentives/borges, and
iii. Document the monitoring the State will have in plae to ensure that total payments to
the MCOs/PIHPs/PAHPs/PCCMs do not exceed the WaiveCost Projection.

Appendix D3 — Actual Waiver Cost
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Section D: Cost-Effectiveness

Part |. State Completion Section

I. Appendix D4 - Adjustments in the Projection OR @nversion Waiver for DOS within DOP (1 of
8)

Initial Waiver Cost Projection & Adjustments (Ifithis a Conversion or Renewal waiver for DOP, $kig. Conversion
or Renewal Waiver Cost Projection and Adjustmerg&tes may need to make certain adjustments t®abe Year in
order to accurately reflect the waiver program InaRd P2. If the State has made an adjustmerg Raite Year, the
State should note the adjustment and its locatiohpipendix D4, and include information on the basid method used
in this section of the preprint. Where noted, daréaljustments should be mathematically accourdethfAppendix D5.

The following adjustments are appropriate for alitvaivers. Any adjustments that are required mgécated as such.

a. State Plan Services Trend Adjustment the State must trend the data forward to refiest and utilization
increases. The BY data already includes the adledicaid cost changes to date for the populationléd in the
program. This adjustment reflects the expectedandtutilization increases in the managed carerprodrom
BY to the end of the waiver (P2). Trend adjustmendy be service-specific. The adjustments may peessed
as percentage factors. Some states calculateatitiizand cost increases separately, while otléestalculate a
single trend rate encompassing both utilization evst increases. The State must document the magestand
how utilization and cost increases are not dupliedf they are calculated separatélyis adjustment must be
mutually exclusive of programmatic/policy/pricing changes and CANNOT be taken twice. The State must
document how it ensures there is no duplication whit programmatic/policy/pricing changes.

1. [Required, if the State’s BY is more than 3 morghisr to the beginning of P1] The State is using

actual State cost increases to trend past dale tourrent time period (i.e., trending from 1999 to
present)
The actual trend rate used is:

3.80

Please document how that trend was calculated:
A 1.0% reduction is shown as a program adjustnreRtli to reflect the required savings under the
demonstration program. The remaining adjustments the base year expenditures to the
capitation rates are shown as state plan inflatiimese percentages relect the trend, completion,
seasonality, program changes, and selection adjmsgnapplied to the base data in order to calculate
the final rate. We have made subsequent prograustatknts in P2 and P3 to reflect the 2.0% and
4.0% savings required in those respective years.h#¥e also incorporated a 2.5% state plan
inflation trend for years P2-P5 on the capitatiates.

2. [Required, to trend BY to P1 and P2 in the futW#jen cost increases are unknown and in the future,

the State is using a predictive trend of eitheteStéstorical cost increases or national or rediona
factors that are predictive of future costs (saeguiirement as capitated ratesetting regulatiores) (i
trending from present into the future)

i. [] State historical cost increases.

Please indicate the years on which the rates aedbbase years

In addition, please indicate the mathematical metsed (multiple regression, linear
regression, chi-square, least squares, exponsni@bthing, etc.). Finally, please note and
explain if the State’s cost increase calculatiariuides more factors than a price increase such
as changes in technology, practice patterns, amaits of service PMPM.

ii. [] National or regional factors that are predictiveto$ waiver’s future costs.
Please indicate the services and indicators used.

Please indicate how this factor was determinecktpridictive of this waiver’s future costs.
Finally, please note and explain if the State’s aosrease calculation includes more factors
than a price increase such as changes in techngloagtice patterns, and/or units of service
PMPM.

https://wm+-mmdl.cdsvdc.com/\WMS/faces/protected/cms1915b/v@ibtiintSelector.js 10/1/201-



Print application selector for 1915(b)Waiver: Drsft.030.00.0C- Jan 01, 201 Page67 of 78

3. The State estimated the PMPM cost changes in ohdsrvice, technology and/or practice patterns

that would occur in the waiver separate from costaase. Utilization adjustments made were service
-specific and expressed as percentage factorsStte has documented how utilization and cost
increases were not duplicated. This adjustmengctfithe changes in utilization between the BY and
the beginning of the P1 and between years P1 and P2
i. Please indicate the years on which the utilizatada was based (if calculated separately

only).

ii. Please document how the utilization did not dupdicseparate cost increase trends.

Section D: Cost-Effectiveness

Part |. State Completion Section

I. Appendix D4 - Adjustments in the Projection OR @nversion Waiver for DOS within DOP (2 of
8)

b. State Plan Services Programmatic/Policy/Pricing Chage Adjustment: This adjustment should account for
any programmatic changes that are not cost naarhthat affect the Waiver Cost Projection. Adjustits to the
BY data are typically for changes that occur afterBY (or after the collection of the BY data) &rdduring P1
and P2 that affect the overall Medicaid progranr.&@mple, changes in rates, changes brought alydagal
action, or changes brought about by legislatiom.ex@ample, Federal mandates, changes in hospitaigra from
per diem rates to Diagnostic Related Group (DR@srar changes in the benefit coverage of the FBGam.
This adjustment must be mutually exclusive of trencand CANNOT be taken twice. The State must
document how it ensures there is no duplication wht trend. If the State is changing one of the aspects noted
above in the FFS State Plan then the State neexditoate the impact of that adjustmétbtie: FFP on rates

cannot be claimed until CMS approves the SPA pefB/01 SMD letter. Prior approval of capitatioates is
contingent upon approval of the SPA.

Others:

Additional State Plan Services (+)
Reductions in State Plan Services (-)
Legislative or Court Mandated Changes to the Progren Structure or fee
The State has chosen not to make an adjustmenideeti@ere were no programmatic or policy

changes in the FFS program after the MMIS clairps taas created. In addition, the State anticipates
no programmatic or policy changes during the wapagiod.

2. An adjustment was necessary. The adjustment(sg)disted and described below:
i. The State projects an externally driven State M&dimanaged care rate increases/decreases

between the base and rate periods.
Please list the changes.

1 N

For the list of changes above, please report thafimg:

A. The size of the adjustment was based upon a ngyplisoged State Plan Amendment
(SPA).
PMPM size of adjustment

B. The size of the adjustment was based on pending SPA
Approximate PMPM size of adjustment

C. Determine adjustment based on currently approved SP
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ii. The State has projected no externally driven mathagee rate increases/decreases in the

PMPM size of adjustment

Determine adjustment for Medicare Part D dual bles.
Other:

Please describe

managed care rates.
iii. Changes brought about by legal action:

Please list the changes.

For the list of changes above, please report thafimg:

A. The size of the adjustment was based upon a ngpoged State Plan Amendment
(SPA).
PMPM size of adjustment

B. The size of the adjustment was based on pending SPA
Approximate PMPM size of adjustment

C. Determine adjustment based on currently approved SP
PMPM size of adjustment

D. Other
Please describe

iv. Changes in legislation.

Please list the changes.

For the list of changes above, please report thafimg:

A.

V. Other

The size of the adjustment was based upon a ngylsoeed State Plan Amendment

(SPA).
PMPM size of adjustment

The size of the adjustment was based on pending SPA
Approximate PMPM size of adjustment

Determine adjustment based on currently approved SP
PMPM size of adjustment

Other
Please describe

Please describe:
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A. The size of the adjustment was based upon a ngyplisoged State Plan Amendment
(SPA).
PMPM size of adjustment

B. The size of the adjustment was based on pending SPA
Approximate PMPM size of adjustment

C. Determine adjustment based on currently approved SP
PMPM size of adjustment

D. Other
Please describe

Section D: Cost-Effectiveness

Part I: State Completion Section

l. Appendix D4 - Adjustments in the Projection OR @nversion Waiver for DOS within DOP (3 of
8)

¢. Administrative Cost Adjustment*: The administrative expense factor in the initiaiwer is based on the
administrative costs for the eligible populatiomtfgdpating in the waiver for fee-for-service. Exples of these
costs include per claim claims processing coststgamord PRO review costs, and Surveillance anliizdtion
Review System (SURS) cosbéote: one-time administration costs should not bitt into the cost-effectiveness
test on a long-term basis. States should use kVamt Medicaid administration claiming rulésr administratior
costs they attribute to the managed care progtrine State is changing the administration inféefor-service
program the the State needs to estimate the impact of thasadgnt.

1 No adjustment was necessary and no change isgatédi
2. An administrative adjustment was made.
i. FFS administrative functions will change in theipéetween the beginning of P1 and the
end of P2

Pleas describi

A. Determine administration adjustment based uporppmaed contract or cost
allocation plan amendment (CA
B. Determine administration adjustment based on pgnclimtract or cost allocation plan

amendment (CAl
Pleas describi

C. Other

Please descril

The State administrative cost were an annualizeemditures amount. Due to the
significant ramp up in enroliment over the firsg&ars of the program, the State
administration PMPM observes a large increase jmith a large reduction in

P2. Beyond P2, the adminstrative cost trend isistent with the state plan inflation

trend
ii. FFS cost increases were accounted for.
A. Determine administration adjustment based uporparmoaed contract or cost

allocation plan amendment (CA
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B. Determine administration adjustment based on pegnclimtract or cost allocation plan
amendment (CAP).
C. Other

Please describe

iii. [Required, when State Plan services were purchtasedgh a sole source procurement with a

governmental entity. No other State administraidgistment is allowed.] If cost increase
trends are unknown and in the future, the Statet maesthe lower of: Actual State
administration costs trended forward at the Stat®hical administration trend rate or Actual
State administration costs trended forward at théePlan services trend rate.

Please document both trend rates and indicate wigokd rate was used.

A. Actual State Administration costs trended forwartha State historical administration
trend rate.

Please indicate the years on which the rates aedbaase years

In addition, please indicate the mathematical metsed (multiple regression, linear
regression, chi-square, least squares, exponsntiabthing, etc.). Finally, please note
and explain if the State’s cost increase calcutatieludes more factors than a price
increase.

B. Actual State Administration costs trended forwartha State Plan Service Trend rate.
Please indicate the State Plan Service trend mate $ection D.l.l.a. above

* For Combination Capitated and PCCM Waivers: # ttapitated rates are adjusted by the amount of
administration payments, then the PCCM Actual Wiafvest must be calculated less the administratouant.
For additional information, please see Special Notend of this section.

Section D: Cost-Effectiveness

Part |. State Completion Section

I. Appendix D4 - Adjustments in the Projection OR @nversion Waiver for DOS within DOP (4 of
8)

d. 1915(b)(3) Adjustment: The State must document the amount of State Rlaim&s that will be used to provide
additional 1915(b)(3) services #ection D.I.H.a above. The Base Year already includes the acateradi for the
State Plan services in the program. This adjustmafleicts the expected trend in the 1915(b)(3)isesvbetween
the Base Year and P1 of the waiver and the tretwldss the beginning of the program (P1) and theod ke
program (P2). Trend adjustments may be servicefspand expressed as percentage factors.

1. [Required, if the State’s BY is more than 3 morghisr to the beginning of P1 to trend BY to P1]

The State is using the actual State historicaldtterproject past data to the current time periad, (
trending from 1999 to present).
The actual documented trend is:

Please provide documentation.

2. [Required, when the State’s BY is trended to P2oler 1915(b)(3) adjustment is allowed] If trends

are unknown and in the future (i.e., trending frerasent into the future), the State must use the
State’s trend for State Plan Services.
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i. State Plan Service trend

A. Please indicate the State Plan Service trend mate $ection D.l.l.a. above

e. Incentives (not in capitated payment) Trend Adjustnent: If the State marke8ection D.I.H.d ,then this
adjustment reports trend for that factor. Trenkhigted to the rate for State Plan services.

1. List the State Plan trend rate by MEG from Secbohl.a
2. List the Incentive trend rate by MEG if differembi Section D.l.l.a
3. Explain any differences:

f. Graduate Medical Education (GME) Adjustment; 42 CFR 438.6(c)(5) specifies that States can dechr
exclude GME payments for managed care participtigation in the capitation rates. However, GME/peents
on behalf of managed care waiver participants meshcluded in cost-effectiveness calculations.

1. We assure CMS that GME payments are included frage lyear data.
2. We assure CMS that GME payments are included flanbase year data using an adjustment.
Please describe adjustment.

3. Other
Please describe

If GME rates or the GME payment method has chasgesk the Base Year data was completed, the Baase Ye
data should be adjusted to reflect this changelam&tate needs to estimate the impact of thasadgnt and
account for it inAppendix D5.

1. GME adjustment was made.
i GME rates or payment method changed in the perbaden the end of the BY and the

beginning of P1.
Please describe

ii. GME rates or payment method is projected to chamtjge period between the beginning of

P1 and the end of P2.
Please describe

2. No adjustment was necessary and no change isgatédi

Method:

Determine GME adjustment based upon a newly appr&tate Plan Amendment (SPA).
Determine GME adjustment based on a pending SPA.

Determine GME adjustment based on currently appr@a®IE SPA.

Other

Please describe

PR
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Section D: Cost-Effectiveness

Part |. State Completion Section

I. Appendix D4 - Adjustments in the Projection OR @nversion Waiver for DOS within DOP (5 of

8)

g. Payments/ Recoupments not Processed through MMI'S Adjustment: Any payments or recoupments for covered
Medicaid State Plan services included in the walermprocessed outside of the MMIS syst&muld be include
in the Waiver Cost Projection. Any adjustments thatld appear on the CMS-64.9 Waiver form should be
reported and adjusted here. Any adjustments thatdxappear on the CMS summary form (line 9) woudt e
put into the waiver cost-effectiveness (e.g., TRobate, fraud and abuse). Any payments or recontameade
should be accounted for Appendix D5.

1.

3.

Payments outside of the MMIS were made.
Those payments include (please desct

Recoupments outside of the MMIS were made.
Those recoupments include (please desc

The State had no recoupments/payments outside dfilhIS.

h. Copayments Adjustment: This adjustment accounts for any copayments tieat@llected under the FFS program
but will not be collected in the waiver programates must ensure that these copayments are indludeel
Waiver Cost Projection if not to be collected ie ttapitated prograu

Basis and Methc

1.

Claims data used for Waiver Cost Projection devalemt already included copayments and no

adjustment was necess:

State added estimated amounts of copayments fee gervices in FFS that were not in the capitated
program. Please account for this adjustment in Adjx D5.

The State has not to made an adjustment becausartieecopayments are collected in managed care
and FF<

Other

Pleas describr

If the State’s FFS copayment structure has chaimgitk period between the end of the BY and therimégg of
P1, the State needs to estimate the impact otht@ing adjustmen

1
2.

Method:

> wbdhpRE

No adjustment was necessary and no change isgatéd.
The copayment structure changed in the period tetwiee end of the BY and the beginning of P1.
Please account for this adjustment in Appendix

Determine copayment adjustment based upon a n@phpaed State Plan Amendment (SPA).
Determine copayment adjustment based on pending SPA

Determine copayment adjustment based on currepgyosed copayment SPA.

Other

Pleas describr
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Section D: Cost-Effectiveness

Part |. State Completion Section

I. Appendix D4 - Adjustments in the Projection OR @nversion Waiver for DOS within DOP (6 of
8)

i. Third Party Liability (TPL) Adjustment: This adjustment should be used only if the Swtnverting from
fee-for-service to capitated managed care, anddelgate the collection and retention of TPL paytsiéor post-
pay recoveries to the MCO/PIHP/PAHP. If the MCO/PIRAHP will collect and keep TPL, then the BaserYea
costs should be reduced by the amount to be cetlect

Basis and method

No adjustment was necessary

Base Year costs were cut with post-pay recovetieady deducted from the database.

State collects TPL on behalf of MCO/PIHP/PAHP eleed

The State made this adjustment:*

i Post-pay recoveries were estimated and the basegsta were reduced by the amount of

TPL to be collected by MCOs/PIHPs/PAHPs. Pleasewtcfor this adjustment in Appendix
D5.
ii. Other

Please describe

PwbdpE

j- Pharmacy Rebate Factor Adjustment:Rebates that States receive from drug manufaststeruld be deducted
from Base Year costs if pharmacy services are dtedun the fee-for-service or capitated base.dftihse year
costs are not reduced by the rebate factor, aatédfIBY would result. Pharmacy rebates should ladsdeducted
from FFS costs if pharmacy services are impactethéyvaiver but not capitated.

Basis and Method:

1. Determine the percentage of Medicaid pharmacy ¢batshe rebates represent and adjust the base

year costs by this percentage. States may wanbake iseparate adjustments for prescription versus
over the counter drugs and for different rebate@etages by population. States may assume that the
rebates for the targeted population occur in tieesproportion as the rebates for the total Medicaid
population which includes accounting for Part DIdal@ibles. Please account for this adjustment in
Appendix D5.

Please describe

2. The State has not made this adjustment becausmabyis not an included capitation service and

the capitated contractor’s providers do not préscdrugs that are paid for by the State in FFSaor P
D for the dual eligibles.
3. Ohter

Please describe

k. Disproportionate Share Hospital (DSH) Adjustment:Section 4721 of the BBA specifies that DSH payreent
must be made solely to hospitals and not to MCGHRIPAHPS. Section 4721(c) permits an exemptidhdo
direct DSH payment for a limited number of Statéthis exemption applies to the State, pleasetitieand
describe under “Other” including the supporting imentation. Unless the exemption in Section 4724)§plies
or the State has a FFS-only waiver (e.g., selectwvdracting waiver for hospital services where DSH
specifically included), DSH payments are not tarmuded in cost-effectiveness calculations.
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1. We assure CMS that DSH payments are excluded famsa pear data.
2. We assure CMS that DSH payments are excluded fnerbase year data using an adjustment.
3. Other

Please describe

I. Population Biased Selection Adjustmen{Required for programs with Voluntary Enrollmergost-
effectiveness calculations for waiver programs witluntary populations must include an analysithef
population that can be expected to enroll in thiveralf the State finds that the population mdstly to enroll
in the waiver differs significantly from the poptitan that will voluntarily remain in FFS, the Ba¥ear costs
must be adjusted to reflect this.

1. This adjustment is not necessary as there are lnotaoy populations in the waiver program.
2. This adjustment was made:
i Potential Selection bias was measured.
Please describe

ii. The base year costs were adjusted.
Please describe

m. FQHC and RHC Cost-Settlement Adjustment:Base Year costs should not include cost-settlemment
supplemental payments made to FQHCs/RHCs. The Beaecosts should reflect fee-for-service paymémts
services provided at these sites, which will bétlintio the capitated rates.

1. We assure CMS that FQHC/RHC cost-settlement anplsoygntal payments are excluded from the

Base Year costs.
Payments for services provided at FQHCs/RHCs diected in the following manner:

2. We assure CMS that FQHC/RHC cost-settlement anpleoental payments are excluded from the

base year data using an adjustment.
3. We assure CMS that Medicare Part D coverage hasdmmunted for in the FQHC/RHC

adjustment.
4. Other

Please describe

Section D: Cost-Effectiveness

Part I: State Completion Section

I. Appendix D4 - Adjustments in the Projection OR @nversion Waiver for DOS within DOP (7 of
8)

Special Note Section:

Waiver Cost Projection Reporting: Special note fomew capitated programs:

The State is implementing the first year of a nepitaited program (converting from fee-for-servieenbursement). The
first year that the State implements a capitatednam, the State will be making capitated paymémtfuture services
while it is reimbursing FFS claims from retrospeetperiods. This will cause State expenditureféninitial period to be
much higher than usual. In order to adjust for ttugble payment, the State should not use thedfiratter of costs
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(immediately following implementation) from the CM& to calculate future Waiver Cost Projectiondess the State
can distinguish and exclude dates of services poitiie implementation of the capitated program.

a.

The State has excluded the first quarter of cdstiseo.CMS-64 from the cost-effectiveness calculaiand is

basing the cost-effectiveness projections on theaneing quarters of data.
The State has included the first quarter of casthé CMS-64 and excluded claims for dates of sesvprior

to the implementation of the capitated program.

Special Note for initial combined waivers (Capitatd and PCCM) only:

Adjustments Unique to the Combined Capitated and PCM Cost-effectiveness Calculations- Some adjustments to
the Waiver Cost Projection are applicable onhyhi® ¢apitated program. When these adjustments ke, tthere will
need to be an offsetting adjustment to the PCCMeBasr Costs in order to make the PCCM costs caabjmto the
Waiver Cost Projectiorin other words, because we are creating a single mbined Waiver Cost Projection
applicable to the PCCM and capitated waiver portiors of the waiver, offsetting adjustments (positiverad/or
negative) need to be made to the PCCM Actual Waivetost for certain capitated-only adjustmentsWhen an
offsetting adjustment is made, please note anddgchn explanation and your calculations. The ro@stmon offsetting
adjustment is noted in the chart below and inditatith an asterisk (*) in the preprint.

Adjustment I Capitated Program I PCCM Program | |

Section D: Cost-Effectiveness

Part |. State Completion Section

l. Appendix D4 - Adjustments in the Projection OR Mnversion Waiver for DOS within DOP (8 of

8)

n.

I ncomplete Data Adjustment (DOS within DOP only) — The State must adjust base period data to atémun
incomplete data. When fee-for-service data is surze@ by date of service (DOS), data for a particpleriod of
time is usually incomplete until a year or moresathe end of the period. In order to use recensD@ta, the
State must calculate an estimate of the servidasaik value after all claims have been reportgdch
incomplete data adjustments are referred to iraifit ways, including “lag factors,” “incurred gt reported
(IBNR) factors,” or incurring factors. If date oapment (DOP) data is used, completion factors ateeeded,
but projections are complicated by the fact thgnpents are related to services performed in varfiotraer

periods.
Documentation of assumptions and estimates is reddior this adjustment.

1. Using the special DOS spreadsheets, the Statérisa¢isg DOS within DOP.

Incomplete data adjustments are reflected in theviong manner on Appendix D5 for services to be
complete and on Appendix D7 to create a 12-montisD@hin DOP projection:

2. The State is using Date of Payment only for cofgetizeness — no adjustment is necessary.
3. Other
Please describe

PCCM Case Management Fees (Initial PCCM waivers only) — The State must add the case management fees
that will be claimed by the State under new PCCNVvess. There should be sufficient savings undemthiver

to offset these fees. The new PCCM case managde@ntvill be accounted for with an adjustmentigpendix
D5.

1 This adjustment is not necessary as this is natiaal PCCM waiver in the waiver program.
2. Other
Pleas describ
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p. Other adjustments. Federal law, regulation, or policy change: If federal government changes policy affecting
Medicaid reimbursement, the State must adjust 1P@nto reflect all changes.

m Once the State’s FFS institutional excess UPL &spH out, CMS will no longer match excess
institutional UPL payments.

m Excess payments addressed through transition jgestoslild not be included in the 1915(b) cost
effectiveness process. Any State with excess paigstiould exclude the excess amount and only
include the supplemental amount under 100% ofrthttutional UPL in the cost effectiveness
process.

m For all other payments made under the UPL, inclydimpplemental payments, the costs should be
included in the cost effectiveness calculationgs Thould apply to PCCM enrollees and to PAHP,
PIHP or MCO enrollees if the institutional servisesre provided as FFS wrap around. The
recipient of the supplemental payment does notenédt the purposes of this analysis.

1. No adjustment was made.

2. This adjustment was made. This adjustment mustdteematically accounted for in Appendix D5.
Please describe
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Section D: Cost-Effectiveness

Part I: State Completion Section
J. Appendix D4 - Conversion or Renewal Waiver CogProjection and Adjustments.(1 of 5)

This section is only applicable to Renewals

Section D: Cost-Effectiveness

Part |. State Completion Section
J. Appendix D4 - Conversion or Renewal Waiver CogProjection and Adjustments.(2 of 5)

This section is only applicable to Renewals

Section D: Cost-Effectiveness

Part |. State Completion Section
J. Appendix D4 - Conversion or Renewal Waiver Cog®rojection and Adjustments.(3 of 5)

This section is only applicable to Renewals

Section D: Cost-Effectiveness

Part I: State Completion Section
J. Appendix D4 - Conversion or Renewal Waiver CogProjection and Adjustments. (4 of 5)

This section is only applicable to Renewals

Section D: Cost-Effectiveness

Part |. State Completion Section
J. Appendix D4 - Conversion or Renewal Waiver CogProjection and Adjustments. (5 of 5)

This section is only applicable to Renewals

Section D: Cost-Effectiveness

Part |. State Completion Section
K. Appendix D5 — Waiver Cost Projection

The State should complete these appendices andlmelkplanations of all adjustments in Sectionl@rid D.I.J above.

We have targeted Prospective Year 1 (P1) State$darice and 1915(c) Waiver (Ml Health Link HCBS3rice costs
consistent with the capitation rates illustratethia Medicaid DRAFT rate report dated July 2, 20THe Nursing Facility
tier reflects the removal of patient pay amounée have assumed a blend of the different age $plid Subtier splits for
nursing facility) consistent with historical expamce. The additional adjustment made for tramsitia the historical
experience was replicated in the future costs utidedemonstration.

A 1.0% reduction is shown as a program adjustmeRtli to reflect the required savings under the chestnation

program. The remaining adjustments from the base gxpenditures to the capitation rates are stammgtate plan

inflation. These percentages relect the trend,ptetion, seasonality, program changes, and seteatijustments applied to
the base data in order to calculate the final rite. have made subsequent program adjustmentsandPP3 to reflect the
2.0% and 4.0% savings required in those respegtiges. We have also incorporated a 2.5% stateipflation trend for
years P2-P5 on the capitation rates.

The State administration costs were an annualixpdraliture amount. Due to the significant ramprupnrollment over
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the first 2 years of the demonstration, the Stdtmiaistration PMPM observes a large increase inAith, a large reduction
in P2. Beyond P2, the administration cost trentbissistent with the state plan inflation trend.
Appendix D5 — Waiver Cost Projection

Section D: Cost-Effectiveness

Part I: State Completion Section
L. Appendix D6 — RO Targets

The State should complete these appendices andimelplanations of all trends in enrollment inti&ecD.|.E. above.
Appropriate changes made on the D5. Waiver Coge&tion section flowed through to this sectionede note a column

for 1915(c) waiver (MI Health Link HCBS) serviceashbeen included for purposes of this waiver susioris
Appendix D6 — RO Targets

Section D: Cost-Effectiveness

Part |. State Completion Section
M. Appendix D7 - Summary

a. Please explain any variance in the overall pergenthange in spending from BY/R1 to P2.

Appropriate changes made on the D5. Waiver Coge&tion section flowed through to this sectionede note a
column for 1915(c) waiver (Ml Health Link HCBS) sares has been included for purposes of this waiver
submission.
1. Please explain caseload changes contributing toweell annualized rate of change in Appendix UGn
I. This response should be consistent with or #mesas the answer given by the State in Sectiok.D.& d:

Based on the projected rollout of the demonstrategions 1 (Upper Penninsula) and 4 (SW Michigeiit)
have voluntary enrollment beginning January 1, 2&i& passive enroliment beginning April 1,
2015. Additionally, Regions 7 (Wayne County) an@&comb County) will have voluntary enroliment
beginning May 1, 2015 and passive enrollment bagqduly 1, 2015. We have applied the following
assumptions to develop the enrollment projectiores the course of the waiver period:
- 10% of MDCH estimated enrollment during voluntpaeriods
- 40% of MDCH estimated enrollment during the foyystarter of passive enroliment
- 20% of MDCH estimated enrollment during the setqoarter of passive enrolliment
- 10% of MDCH estimated enrollment for each addigéibquarter until 200% of MDCH estimated enroliment
has been achieved (100% of estimated enrolimestitaned 18 months following regional roll-out)
- A 20% increase to waiver enrollment beginningéar 2 based on the additional slots
- A 2.0% annual enrollment increase for Calendaary®017-2019

2. Please explain unit cost changes contributing ecotlerall annualized rate of change in Appendixd@@fumn
I. This response should be consistent with or #mesas the answer given by the State in the State’s
explanation of cost increase given in Section uhd D.I.J:

3. Please explain utilization changes contributingh®overall annualized rate of change in Appendix@dlumn
I. This response should be consistent with or #mesas the answer given by the State in the State’s
explanation of utilization given in Section D.In@&D.l.J:

b. Please note any other principal factors contritgutinthe overall annualized rate of change in Apipe®7 Column I.

Appendix D7 - Summary
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Adjustments and Services in Waiver Cost F
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* If a change

Adjustments to the Waiver Cost Projection

Adjustments Made

State Plan Trend

X

State Plan Programmatic/policy/pricing changes

X

Administrative Cost Adjustment

X

1915(b)(3) Service Trend

Incentives (not in cap payment) Adjustments

1915(c) Adjustment

Changes in GME rates or methodology

Payments/Recoupments not processed through MMIS

Copayments

Third Party Liability

Pharmacy Rebate Factor Adjustment

Disproportionate Share Hospital (DSH)

Population Biased Selection (Voluntary Populations)

FQHC and RHC Cost-Settlement Exclusion

Adjustments associated with Special Notes

Other
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Application for a §1915(c) Home and
Community-Based Services Walver

PURPOSE OF THE HCBS WAIVER PROGRAM

The Medicaid Home and Community-Based Services (8)GBaiver program is authorized in §1915(c) of Sueial
Security Act. The program permits a State to furm@ie array of home and community-based serviceasatisast Medicaid
beneficiaries to live in the community and avoistitutionalization. The State has broad discretiddesign its waiver
program to address the needs of the waiver's tagetlation. Waiver services complement and/or Bment the services
that are available to participants through the Meaidi State plan and other federal, state and [mdalic programs as well as
the supports that families and communities provide.

The Centers for Medicare & Medicaid Services (CM&)ognizes that the design and operational featbfrasvaiver
program will vary depending on the specific needhe target population, the resources availabla¢oState, service

delivery system structure, State goals and objestiand other factors. A State has the latitudkesign a waiver program
that is cost-effective and employs a variety o¥/mer delivery approaches, including participanediion of services.

Application for a 81915(c) Home and Community-Base&ervices Waiver

1. Request Information(1 of 3)

A. The State of Michigan requests approval for a Medicaid home and commmin@sed services (HCBS) waiver under
the authority of §1915(c) of the Social Securityt ftbe Act).

B. Program Title (optional - this title will be used to locate thisiwer in the findey.
MI Health Link HCBS

C. Type of Request: new

Requested Approval Period{For new waivers requesting five year approval pds, the waiver must serve
individuals who are dually eligible for Medicaid éiedicare.)

3years ) 5years

New to replace waiver
Replacing Waiver Number:

Migration Waiver - this is an existing approved waiver
Provide the information about the original waiveirtg migrated
Base Waiver Number:

Amendment Number

(if applicable):

Effective Date: (nm dd/ yy)

Waiver Number:MI.1126.R00.00
Draft ID: MI.029.00.00

D. Type of Waiver (select only one):
Regular Waive

E. Proposec Effective Date: (nmi dd/ yy)

01/01/15

1. Request Information(2 of 3)

F. Level(s) of Care. This waiver is requested in order to provide h@meé community-based waiver services to
individuals who, but for the provision of such dees, would require the following level(s) of catlee costs of
which would be reimbursed under the apprcMedicaid State plarcheck each that appli):

Hospital

Select applicable level care
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Hospital as defined in 42 CFR §440.10
If applicable, specify whether the State additibnnits the waiver to subcategories of the hasipigvel
of care:

Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160

Nursing Facility

Sele

Inter

ct applicable level of care

Nursing Facility as defined in 42 CFR(1440.40 and 42 CFR1(1440.155

If applicable, specify whether the State additibnkmnits the waiver to subcategories of the nugsiacility
level of care:

MI Health Link HCBS is limited to serving older dtii(age 65 and over) and persons with disabilities
(age 21 and over) who are eligible for both Medicand Medicaid.

Institution for Mental Disease for persons with matal illnesses aged 65 and older as provided in 42

CFR 8440.140
mediate Care Facility for Individuals with In tellectual Disabilities (ICF/IID) (as defined in 42CFR

§440.150)

If ap
care

1. Request |

plicable, specify whether the State additibnkmits the waiver to subcategories of the ICE/level of

nformation(3 of 3)

G. Concurrent Operation with Other Programs. This waiver operates concurrently with another paog(or
programs) approved under the following authorities
Select one:

Not applicable

Appl

icable

Check the applicable authority or authorities:

Services furnished under the provisions of §1915(d)(a) of the Act and described in Appendix |
Waiver(s) authorized under 81915(b) of the Act.

Specify the §1915(b) waiver program and indicatetiver a §1915(b) waiver application has been

submitted or previously approved:

A new 1915(b) waiver application will be submitteahcurrently with this new 1915(c) waiver

application.

Specify the §1915(b) authorities under which this fgram operates(check each that applies):
81915(b)(1) (mandated enroliment to managed care)

§1915(b)(2) (central broker)
81915(b)(3) (employ cost savings to furnish addithal services)
81915(b)(4) (selective contracting/limit number oproviders)

A program operated under §1932(a) of the Act.

Specify the nature of the State Plan benefit adit@ie whether the State Plan Amendment has been
submitted or previously approved:

A program authorized under §1915(i) of the Act.
A program authorized under §1915(j) of the Act.
A program authorized under §1115 of the Act.
Specify the program:

H. Dual Eligiblity for Medicaid and Medicare.
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Check if applicable:
This waiver provides services for individuals whare eligible for both Medicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. In one page or les$riefly describe the purpose of the waiver, idahg its goals, objectives,
organizational structure (e.g., the roles of stiaiegl ant other entities), and service delivery meth

MI Health Link is a program that will coordinatepports and services for individuals who are dueligble for both
Medicare and Medicaid programs and reside in amyadrthe four regions as indicated in section 4fXhis application,
and meet the following other eligibility criteria:

Included population:

Individuals who are aged and/or disabled, age 2dldar, eligible for full benefits under MedicararPA, and enrolled
under Parts B and D, receiving full Medicaid betsefand living in Region 1, 4, 7, or 9. Also ind&d are individuals who
are eligible for Medicaid through expanded finahelaibility limits associated with nursing fadii placement or under a
1915(c) HCBS waiver.

Excluded population:

 Persons without full Medicaid coverage.

* Persons with Medicaid who reside in a State psydb hospital.

* Persons with commercial HMO coverage.

* Persons with Medicare Advantage through an engploy

* Persons disenrolled due to Special Disenrollnfremh Medicaid managed care.

* Persons incarcerated in a city, county, Statéederal correctional facility.

* Persons not living in a Demonstration region.

* Persons with Additional Low Income Medicare Beciefy/Qualified Individuals (ALMB/QI).

* Persons enrolled in the Program of All-Inclustvare for the Elderly (PACE) or the MI Choice waiypgogram.
« Individuals under age 21 who patrticipate in thel@en's Special Health Care Services (CSHCS)naragoperating
under the authority of Title V.

Medicare and Medicaid supports and services wiptowided through managed care organizations céilegrated Care
Organizations (ICOs) under a three-way contradh @WiMS and MDCH. All enrolled individuals may reeeiMedicaid
State Plan physical health care supports and sarticough the MI Health Link §1915(b) waiver. §MI Health Link
81915(b) waiver operates concurrently with the &[81waiver called Ml Health Link HCBS. The M| HdaLink HCBS
waiver offers home and community-based servicesB8)Qo MI Health Link enrollees who are elderly &rdphysically
disabled, dually eligible for Medicare and Medigadd meet nursing facility level of care.

Under the entire MI Health Link §1915(b)/(c) waiy@ogram, there are three capitation rate Tiexghiith enrollees may
be placed based on their needs. Tier 1 is forlleeswho reside in nursing facilities. Tier 1 @iees will be given the
choice of remaining in the nursing facilities arisitioning to the community and receiving home eohmunity based
services (HCBS). Tier 2 is for enrollees who mépate in the Ml Health LinkiCBS waiver. Tier 2 enrollees would, if 1
for the provision of such home and community bassdices, require services in a nursing facilithe goal is to provide
home and community based supports and servicesrticipants using a person-centered planning psotte allows them
to maintain or improve their health, welfare, aniity of life. Tier 3 is for enrollees living ithe community but are not
eligible for MI Health Link HCBS. Michigan’s Nunsg Facility Level of Care Determination (NFLOCDptavill be used
to determine in which Tier an enrollee will be mdc Tier 1 enrollees may transition to the Ml Healink HCBS waiver
and would then become under the Tier 2 category.

The waiver is administered by the Michigan Departh# Community Health (MDCH), Medical Services Aiistration
(MSA), which is the Single State Agency. MDCH exses administrative discretion in the administnatimd supervision
of the waiver, as well as all related policieserjland regulations. CMS and MDCH contract witkednated Care
Organizations (ICOs) to provide services to Ml Hiedlink enrollees and carry out the waiver obligai. The ICOs are
paid a monthly capitation rate for services rendéoeM| Health Link enrollees. Each ICO must s@provider agreement
with MDCH assuring that it meets all program regoients. ICOs may use written contracts meetingetpeirements of
42 CFR 434.6 to deliver other services. Entitiesdividuals under contract or subcontract with 6® must meet
provider standards described elsewhere in the wajwglication. Provider contracts or subcontratss assure that
providers of services receive full reimbursementstervices outlined in the waiver application. Rdevs meeting the
requirements outlined in the waiver are permittegdrticipate.

MI Health Link §1915(b)/(c) waiver program enroke@lso may receive supports and services for me¢ated to
behavioral health, intellectual/developmental disgbor substance use disorders through the PIHPs undétahagec
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Specialty Services and Supports §1915(b) waivedsl@re required to work with the PIHPs to coordiradt supports and
services for enrollees.

Participants enrolled in the MI Health Link HCBSiwer may not be enrolled simultaneously in anotifevlichigan’s
§1915(c) waivers.

3. Components of the Waiver Request

The waiver application consists of the followin components Note:ltem 2-E must be complet.

A.

J.

Waiver Administration and Operation. Appendix A specifies the administrative and operational stmgcof this
waiver

Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals whe served in this
waiver, the number of participants that the Stafeeets to serve during each year that the waivier éffect,
applicable Medicaid eligibility and post-eligibyi(if applicable) requirements, and proceduregHerevaluation and
reevaluation of level of cal

. Participant Services Appendix C specifies the home and community-based waiveicasthat are furnished

through the waiver, including applicable limitatgoan suc services

Participant-Centerec Service Planning and Delivery Appendix D specifies the procedures and methods that the
State uses to develop, implement monitor the participa-centered service plan (care)

Participant-Direction of Services.When the State provides for participant directibsarvices Appendix E
specifies the participant direction opportunitieattare offered in the waiver and the supportsdhatvailable to
articipants who direct their servic (Select on):

' Yes. This waiver provides participant direction ogortunities. Appendix E is require
No. This waiver does not provide participant diretion opportunities. Appendix E is not require

. Participant Rights. Appendix F specifies how the State informs participants efrtMedicaid Fair Hearing rights

and other procedures address participant grievances and compl:

. Participant Safeguards Appendix G describes the safeguards that the State hasisstabto assure the health and

welfare of waiver participants in specif areas

. Quality Improvement Strategy. Appendix H contains the Quali Improvement Strategy for this waiv

. Financial Accountability. Appendix | describes the methods by which the State makeagayg for waiver

services, ensures the integrity of these paymantscomplies with applicable federal requirementgcerning
payments and federal financ participation

Cost-Neutrality Demonstration. Appendix J contains the Statcdemonstration that the waiver is ¢-neutral

4. Waiver(s) Requeste

A.

Comparability. The State requests a waiver of the requirememtsacted in §1902(a)(10)(B) of the Act in order to
provide the services specified Appendix C that are nobtherwise available under the approved MedicaiteSikan
to individuals who: (a) require the level(s) ofeapecified in Item 1.F and (b) meet the taggetip criteria specifie
in Appendix B.

Income and Resources for the Medical Needy Indicate whether the State requests a waiver 82(g)(10)(C)(i)
(1) of the Act in order to use institutional inace ani resource rules for the medically ne¢(select one:

Not Applicable
' No
Yes

Statewidenes: Indicate whether the State requests a waivereoftatewideness requirements in §1902(a)(1) of the
Act (select one:

No

" 'Yes
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If yes, specify the waiver of statewideness thaetgiestedcheck each that applies)
Geographic Limitation. A waiver of statewideness is requested in ordéurtaish services under this

waiver only to individuals who reside in the follmg geographic areas or political subdivisionshaf t
State.

Specify the areas to which this waiver applies asdapplicable, the phase-in schedule of the waiyer
geographic area:

The demonstration will be implemented in four region the state:

— Region 1 (Upper Peninsula) — Alger, Baraga, Chigg Delta, Dickinson, Gogebic, Houghton, Iron,
Keweenaw, Luce, Mackinac, Marquette, Menomineep@ajon, Schoolcraft Counties

— Region 4 (Southwest) — Barry, Berrien, Branchh@an, Cass, Kalamazoo, St. Joseph, Van Buren
Counties

— Region 7 (Wayne) — Wayne County

— Region 9 (Macomb) — Macomb County
Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to

makeparticipant-direction of serviceas specified ilAppendix E available only to individuals who reside
in the following geographic areas or political sivilons of the State. Participants who residenese
areas may elect to direct their services as proMiyethe State or receive comparable services gffrtiue
service delivery methods that are in effect elsewlethe State.

Specify the areas of the State affected by thigexaind, as applicable, the phase-in schedule efitaiver
by geographi area:

5. Assurance

In accordance with 42 CFR 8441.302, the State prales the followin¢ assurances to CMS

A. Health & Welfare: The State assures that necessary safeguards éavedien to protect the health and welfare of
persons receiving services under this waiver. Thagsguards includ

1. As specified ilPAppendix C, adequate standards for all types of providersptavide services under this
waiver,

2. Assurance that the standards of any State licemsuwrertification requirements specifiedAppendix C are
met for services or for individuals furnishing sess that are provided under the waiver. The Stsseires
that these requirements are met on the that the services are furnished; ¢

3. Assurance that all facilities subject to §1616(ethe Act where home and community-based waiverises
are provided comply with the applicable State séads for board and care facilities as specifiedppendix
C.

B. Financial Accountability. The State assures financial accountability fodRiaxpended for home and community-
based services and maintains and makes availatite epartment of Health and Human Services (diotythe
Office of the Inspector General), the Comptrolle@m@ral, or other designees, appropriate finane@inds
documenting the cost of services provided undemnthiger. Methods of financial accountability aresified in
Appendix 1.

C. Evaluation of Need The State assures that it provides for an ingaluation (and periodic reevaluations, at least
annually) of the need for a level of care specifmatthis waiver, when there is a reasonable irtdicathat an
individual might need such services in the neasri{one month or less) but for the receipt of h@ame& community-
based services under this waiver. The procedures/eduation and reevaluation of level of carespecified in
Appendix B.

D. Choice of Alternatives: The State assures that vameimdividual is determined to tikely to require the level of ca

specified for this waiver and is in a target grepecified inAppendix B, the individual (or, legal representative, if
applicable) is
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1. Informed of any feasible alternatives under thevergiand,

2. Given the choice of either institutional or home& memmunity-based waiver servicégpendix B specifies
the procedures that the State employs to ensurénttisiduals are informed of feasible alternativesler the
waiver and given the choice of institutional or leoand community-based waiver services.

. Average Per Capita Expenditures:The State assures that, for any year that theav@hin effect, the average per

capita expenditures under the waiver will not exice@0 percent of the average per capita expendithet would
have been made under the Medicaid State plan édetrel(s) of care specified for this waiver had waiver not
been granted. Cost-neutrality is demonstratehipendix J.

Actual Total Expenditures: The State assures that the actual total experdifor home and community-based
waiver and other Medicaid services and its claimFBP in expenditures for the services provideithdividuals
under the waiver will not, in any year of the waiperiod, exceed 100 percent of the amount thaldvioel incurred
in the absence of the waiver by the State's Medlipeogram for these individuals in the institutibsetting(s)
specified for this waiver.

Institutionalization Absent Waiver: The State assures that, absent the waiver, indilsdserved in the waiver
would receive the appropriate type of Medicaid-feehdhstitutional care for the level of care spedffor this waiver.

Reporting: The State assures that annually it will provide £With information concerning the impact of the veai
on the type, amount and cost of services providettuthe Medicaid State plan and on the healthaseithre of
waiver participants. This information will be cosigint with a data collection plan designed by CMS.

. Habilitation Services. The State assures that prevocational, educationaljpported employment services, or a

combination of these services, if provided as litatibn services under the waiver are: (1) not otlee available to
the individual through a local educational agenoger the Individuals with Disabilities EducationtAtDEA) or the
Rehabilitation Act of 1973; and, (2) furnished astpf expanded habilitation services.

. Services for Individuals with Chronic Mental lliness. The State assures that federal financial participgFFP)

will not be claimed in expenditures for waiver sees including, but not limited to, day treatmenpartial
hospitalization, psychosocial rehabilitation seegicand clinic services provided as home and cortyabased
services to individuals with chronic mental illnessf these individuals, in the absence of a wamweuld be placed
in an IMD and are: (1) age 22 to 64; (2) age 65@lddr and the State has not included the optibtelicaid benefit
cited in 42 CFR 8§440.140; or (3) age 21 and unddrthe State has not included the optional Medibaiukfit cited
in 42 CFR § 440.160.

6. Additional Requirements

Note: Item €I must be complete

A.

Service Plar. In accordance with 42 CFR 8441.301(b)(1)(i), gipigant-centered service plan (of caiejlevelope:
for each participant employing the procedures digekin Appendix D. All waiver services are furnished pursuant to
the service plan. The service plan describesh@jaiver services that are furnished to the ppetit, their

projected frequency and the type of provider thatiEhes each service and (b) the other serviegaidless of
funding source, including State plan services)iaf@mal supports that complement waiver serviceseeting the
needs of the participant. The service plan is saligethe approval of the Medicaid agency. Fediémahcial
participation (FFP) is not claimed for waiver sees furnished prior to the development of the serplan or for
services that are r included in the service ple

Inpatients. In accordance with 42 CFR §441.301(b)(1)(ii), weaiservices are not furnished to individuals wh®ia
-patients of a hospital, nursing facility or ICF/1

Room and Boarc. In accordance with 42 CFR 8441.310(a)(2), FR®bisclaimed for the cost of room and board
except when: (a) provided as part of respite sesvin a facility approved by the State that isaptivate residence
or (b) claimed as a portion of the rent and foa thay be reasonably attributed to an unrelatesboaer who
reside in the same household as the participant, as pedvitAppendix |.

Access ti Service«. The State does not limit or restrict participaotess to waiver services except as provided in
Appendix C.
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E. Free Choice of Provider In accordance with 42 CFR 8431.151, a participaay select any willing and qualified
provider to furnish waiver services included in feevice plan unless the State has received appmimmit the
number of providers under the provisions of §19)16fanother provision of the Act.

F. FFP Limitation . In accordance with 42 CFR 8433 Subpart D, FR®i<laimed for services when another third-
party (e.g., another third party health insureothier federal or state program) is legally liabie aesponsible for the
provision and payment of the service. FFP also nmdybe claimed for services that are available euttcharge, or
as free care to the community. Services will nottesidered to be without charge, or free care nwigthe
provider establishes a fee schedule for each seaviailable and (2) collects insurance informafrom all those
served (Medicaid, and non-Medicaid), and bills ofegally liable third party insurers. Alternatiyelif a provider
certifies that a particular legally liable thirdrpainsurer does not pay for the service(s), thevigler may not
generate further bills for that insurer for thahaal period.

G. Fair Hearing: The State provides the opportunity to requestiaHi@aring under 42 CFR 8431 Subpart E, to
individuals: (a) who are not given the choice offeoand community-based waiver services as an atteento
institutional level of care specified for this waiy (b) who are denied the service(s) of their chair the provider(s)
of their choice; or (c) whose services are dersedpended, reduced or terminat&dpendix F specifies the State's
procedures to provide individuals the opportunityequest a Fair Hearing, including providing netif action as
required in 42 CFR 8§431.210.

H. Quality Improvement. The State operates a formal, comprehensive systemsure that the waiver meets the
assurances and other requirements contained iafpigation. Through an ongoing process of disocgve
remediation and improvement, the State assurdsethith and welfare of participants by monitorira). level of care
determinations; (b) individual plans and servicekvery; (c) provider qualifications; (d) participghealth and
welfare; (e) financial oversight and (f) adminisitra oversight of the waiver. The State furthemass that all
problems identified through its discovery processesaddressed in an appropriate and timely manaesjstent
with the severity and nature of the problem. Dutimg period that the waiver is in effect, the Stailéimplement the
Quality Improvement Strategy specifiedAppendix H.

I. Public Input. Describe how the State secures public input intaditvelopment of the waiver:
2011 Activities
* Creation of Integrated Care email box (Integr&e@ michigan.gov) for public input and communmati

2012 Activities

« Stakeholder events to present Michigan’s propasdlaccept comments: Lansing and Detroit

» Two Care Bridge Stakeholder meetings: one withstimmers and Advocates, one with Health Care Ingustr
Organizations

» Participation in stakeholder meetings and comfess

2013 Activities

* Creation of workgroups to develop Memorandum ofierstanding (MOU) with CMS and Request for Profsosa
(RFP) content

» Meetings with stakeholder groups

« Participated in Tribal Health Directors Meeting

* Tribal Notification

» Implementation Forums

2014 Activities

 Continued work with various workgroups

» Meetings with the Olmstead Coalition

* Quarterly Implementation Forums

* Participated in Tribal Health Directors Meetings
 Conference presentation

» 60 days Tribal consultation period for waiver kqations
* 30 days public comment period for waiver applmad

The MDCH Medical Services Administration (MSA) reted draft 1915(b)/(c) waiver applications for ke
Health Link program for a period of 60 days forbEs and 30 days for the general public. In anrefonotify the
general public and Tribes as far and wide as plesSA sent notice via newspaper; provider listseand emails
to Integrated Care Organizations (ICOs), Prepagidtient Health Plans (PIHPs), and the large lishdividuals and
organizations who have attended MI Health Link terdy Stakeholder Forums which includes potentiab#ees
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and family members as well as various other progided advocacy organizations. MSA posted the draif/er
applications and cost effectiveness informationhenM| Health Link program website so interestedipa could
review the materials at their convenience. A linkhis website was provided in the letters, emaif&l notifications
that were sent to various groups.

During the comment period, MSA received six commgfite written and one verbal, regarding the 18)%¢)
waiver applications for the Ml Health Link prograhat MSA intends to submit to CMS for approval. MBas
considered all comments and questions. Respoosgetific comments are addressed below.

Comment: How will the number of c-waiver slots leatmined and assigned?
Response: The number of slots will be determinegqrtionate to the total estimated population watthie
region. That number of slots will then be dividsglially among ICOs within each region.

Comment: Regarding the 14 day requirement for cetigel of the NFLOC after member enrollment. We db n
believe that this time frame is manageable. Thelenent vendor has 15 days from date of enrolimemiomplete
the initial screen and we plan to use this infoiorato risk stratify and prioritize members fortial assessment.
We have 45 days to complete that level 1 assessmndnive planned to complete the NFLOC at the tifrthe
Level I. Also, members have 30 days to opt ouhefgirogram so we believe completion of NFLOC witndays
of enrollment would be manageable.

Response: MSA agrees with the commenter and wilbeethe language to say the NFLOCD must be coeduct
within 45 days of enrollment. If the individualn®t a new enrollee, the NFLOCD should be complstazher than
45 days or as the enrollee’s condition requiresAMAI provide additional guidance on time framdse ICO will
not be paid the Tier 1 rate without the NFLOCD Ingvbeen completed.

Comment: We would like clarification regarding ti@e span requirement for viewing assessments on-

line. (Assessments completed in the last yearlaste? years, the last 3 years?)

Response: MSA will provide additional guidance bis issue soon. This will be tied to the work lgegonducted
between MSA and the ICOs.

Comment: The ICOs are required to track criticaldents. Currently ICOs do not have access tcCtitecal
Incident Reporting System. Will MDCH provide traig for the ICOs and access to this system?

Response: MSA, along with a contractor, will beeleping a system for reporting and tracking oficait
incidents. Once the system is developed, ICOsbegiljiven access and trained on how to use theraytst report
critical incidents.

Comment: In the Community Transition Servicesisedt states: “On a one-time only basis, mayudel housing
or security deposits to secure housing or obtdéase; utility hook-ups and deposits to initiatd aacure utilities
(excludes television and internet); furniture, d@optes, and moving expenses to occupy and safgljeran a
community residence (excludes diversion or recoeatidevices); cleaning including pest eradicatalergen
control, and over-all cleaning; coordination angart services to facilitate the transitioning loé enrollee to a
community setting; other services deemed necessatylocumented within the enrollee's IICSP to agalism the
transition into a community setting. Community Ts#ion Services do not include monthly housing aéot
mortgage expense, food, or regular utility charfg€san we get clarification as to the time frameé'afie time
only”? Is this per year, per event or for the dioraof the demonstration?

Response: For this service, “one-time only” me&espayment for these services is limited to onceypar and for
transition from nursing facility to a residencetlie community. Three Tier 1 payments must have peéd for the
individual in a nursing facility.

Comment: Will there be modifiers for the waivengees?

Response: For the services offered under the Mithleank HCBS 1915(c) waiver program, there willtrize
modifiers for waivers services, but there will bites associated with procedure codes. ICOs wilkhaired to
submit these notes along with the encounters. iBetdl be provided in subsequent guidance.

J. Notice to Tribal Governments The State assures that it has notified in writiidederally-recognized Tribal
Governments that maintain a primary office and/ajarity population within the State of the Staiatent to submit
a Medicaid waiver request or renewal request to GMBast 60 days before the anticipated submistatm is
provided by Presidential Executive Order 13175 of&mber 6, 2000. Evidence of the applicable nati@vailable
through the Medicaid Agency.

K. Limited English Proficient Persons The State assures that it provides meaningfidsscto waiver services by
Limited English Proficient persons in accordancthw(a) Presidential Executive Order 13166 of Audlis 2000

https://wm+-mmdl.cdsvdc.com/WMS/faces/protected/35/print/Pretastor.js| 10/1/201-



Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201 Page9 of 20z

(65 FR 50121) and (b) Department of Health and Hu®ervices "Guidance to Federal Financial Assigtanc
Recipients Regarding Title VI Prohibition Againsafibnal Origin Discrimination Affecting Limited Etigh

Proficient Persons" (68 FR 47311 - August 8, 208Bpendix B describes how the State assures meaningful access
to waiver services by Limited English Proficientgans.

7. Contact Person(s)

A. The Medicaid agency representative with whom CM&ikhcommunicate regarding the waiver is:

Last Name:

Coleman
First Name:

Jacqueline
Title:

Waiver Specialist
Agency:

Medical Services Administration, Actuarial Division
Address:

P.O. Box 30479
Address 2:

400 S. Pine, 7th Floor
City:

Lansing
State: Michigan
Zip:

48909-7979
Phone:

(517) 241-7172 Ext: TTY
Fax:

(517) 241-5112
E-mail:

ColemanJ@Michigan.gov

B. If applicable, the State operating agency repressetwith whom CMS should communicate regardirglaiver is:
Last Name:

First Name:
Title:
Agency:
Address:

Address 2:
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City:
State:

. 8.
Zip: Michigan
Phone:

Authorizing

Fax:
Signature EXt: TTY

E-mail: This

document, together with

Appendices A through J,

constitutes the State's request

for a waiver under §1915(c)

of the Social Security Act.

The State assures that all

materials referenced in this waiver applicatiorti{iding standards, licensure and certification neguoents) areeadily
available in print or electronic form upon requies€MS through the Medicaid agency or, if appliealifom the operating
agency specified in Appendix A. Any proposed changethe waiver will be submitted by the Medicaigtacy to CMS in
the form of waiver amendmer

Upon approval by CMS, the waiver application sem®she State's authority to provide home and comityrbased waiver
services to the specified target groups. The Stidsts that it will abide by all provisions of thpproved waiver and will
continuously operate the waiver in accordance thighassurances specified in Section 5 and theiadlairequirements
specified in Section 6 the reques

Signature: Stephen Fitton

State Medicaid Director or Designee

Submission Date: Oct 1. 2014

Note: The Signature and Submission Date fields wibe automatically completed when the
State Medicaid Director submits the application.

Last Name:
Fitton
First Name:
Stephen
Title:
Director
Agency:
Medical Services Administration
Address:
400 South Pine Street
Address 2:
City:
Lansing
State: Michigan
Zip:
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Phone:

Attachments 48933

Fax:

Attachment #1: (517) 241-7882 Ext: TTY

Transition Plan

E-mail:

Specify the transition (517) 335-5007
plan foithe waiver

FittonS@Michigan.gov

Attachment #2: Home and Community-Based Settings Waiver Transition Pla

Specify the state's process to bring this waivier @mpliance with federal home and community-bg$#2B) settings
requirements at 42 CFR 441.301(c-(5), and associated CMS guidat

Consult with CMS for instructions before completihig item. This field describes the status ofaasition process at the
point in time of submission. Relevant informatio the planning phase will differ from informationgrgred to describe
attainmen of milestones

To the extent that the state has submitted a sid¢eMCB settings transition plan to CMS, the dgstesi in this field may
reference that statewide plan. The narrative irs field must include enough information to demaistthat this waiver
complies with federal HCB settings requirementsiuding the compliance and transition requiremeattd2 CFR 441.301
(c)(6), and that this submission is consistent with portions of the statewide HCB settings traosiplan that are germane
to this waiver. Quote or summar germane portions of the statewide HCB settingssitaon plan as require

Note tha Appendix C-5 HCB Settings describes settingsdbatot require transition; the settings listed theneet federal
HCB setting requirements of the date of submission. Do not duplicate th&drimation here

Update this field and Appendix C-5 when submittimgnewal or amendment to this waiver for othergmses. It is not
necessary for the state to amend the waiver stbelhe purpose of updating this field and Apper@is. At the end of the
state's HCB settings transition process for thiswag when all waiver settings mdetieral HCB setting requirements, er
"Completed" in this field, and inclu in Section (-5 the information on all HCB settings in the wai

Additional Needed Information (Optional)

Provide additional needed information for the we (optional)

1. Transitioning to Ml Health Link from other pragns:

MI Health Link is a voluntary program, allowing inguals to opt out if they so choose. Individuadso are enrolled in
the MI Choice waiver program are not passively Badanto Ml Health Link and are not required tarelh It is entirely
the individual’s choice as to whether or not hestoe wants to disenroll from MZhoice to join MI Health Link. Individua
who enroll in MI Health Link will benefit from thextensive coordination of Medicare, Medicaid, andHéalth Link
HCBS services.

Individuals who make the choice to transition frbthChoice to MI Health Link HCBS will not lose arservices, but
some services similar to MI Choice will be offettbdough the Medicaid State Plan through the ICOheManaged
Specialty Services and Supports Program througPtH®s. MI Choice offers hands-on assistancedtivities of daily
living (ADLs) and instrumental activities of dailiving (IADLS) as a waiver service. M| Health LitkCBS offers the
same assistance but through the Medicaid StateH&lesonal Care benefit. Similarly, Ml Choice off€ommunity Living
Supports (CLS) as a waiver service, and M| Healltk loffers Expanded Community Living Supports (EQIaS a waiver
service, but the definition for ECLS is differendn the MI Choice CLS to avoid duplication betwdéadicaid State Plan
Personal Care services and ECLS. The assistast# effered, but through different specific sems -- enrollees may
receive both services if they qualify. MI Healtmk HCBS does not offer the MI Choice Goods andvises service, but
ICOs may provide similar items through an optiditetible benefit. MI Health Link HCBS does not effCounseling and
Training as a waiver service, but these servicdsbeiprovided through tt Managed Specialty Services and Supp
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8§1915(b) waiver program managed by Michigan’s PIHPs

ICOs are required to maintain continuity of caredt individuals transitioning to MI Health Linkdm different
programs. Individuals transitioning from Ml Choimethe MI Health Link HCBS will be able to keegethcurrent plans of
care, services, and providers for 90 days or amiéw Individual Integrated Care and Supports RIQEP) is developed
and new services and providers are secured, whechegooner. The Ml Health Link continuity of eaequirements are
outlined in the Memorandum of Understanding (MOWCMS and the three-way contract among CMS, MD&hd
ICOs.

If a Ml Health Link HCBS enrollee chooses to dis#ghfrom the M| Health Link program and participateMI Choice, the
transition will be carefully planned with care cdioration between ICOs and MI Choice waiver agenstethere is no
interruption in service. If an individual was elted in MI Choice prior to enrolling in Ml Healthibk within the same
fiscal year, he or she will be able to re-enrdibitheir Ml Choice waiver slot if there has beendmruption in long term
supports and services (LTSS). If there is a disonpgn LTSS or the transition happens in a newdis/ear from previous
MI Choice enrollment, the individual will be reqed to be placed on the MI Choice waiting list uatitacancy occurs.

Individuals who disenroll from another program towal in Ml Health Link will receive a disenrollmétetter indicating
they are no longer enrolled in the program in whitgky were enrolled and the letter will includedirmhation about the right
to a State Fair Hearing and other appeals optidiesenroll in MI Health Link, individuals will coaict the State's
enrollment broker to enroll. The enrollment brokeélt send the individual an enrollment letter rigithg him or her of
enrollment in the MI Health Link program and thed@hat was either automatically assigned or chbsgethe

individual. The enroliment letter will also indteawhat the individual should do if the enrollména mistake, including
the right to a Fair Hearing. If an enrollee chaoedisenroll from the program, he or she wouldtaot the enrollment
broker to disenroll. The enrollment broker serfsindividual a disenrollment letter which includhe right to a Fair
Hearing and what to do if he or she thinks thertigdkment is a mistake.

MDCH will assure that home and community-basedrggtin the MI Health Link HCBS waiver are in congpice with
the requirements of section 441.301(c)(4) of thend@nd Community-Based Services (HCBS) Final Rsllefahe
effective date of the waiver. If an individual tedtioning from another program to Ml Health Link BS is residing in a
setting that is not considered in compliance whth HHCBS Final Rule, the individual will not be alled to enroll in Ml
Health Link HCBS unless he or she moves to a ggttiat is in compliance with the HCBS Final Rule.

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the openatof the waiver
(select ong

The waiver is operated by the State Medicaid agegc

Specify the Medicaid agency division/unit that liae authority for the operation of the waiver prag (select
one)

The Medical Assistance Unit.

Specify the unit name:
Michigan Department of Community Health, Medical Sevices Administration
(Do not complete item A-2)

Another division/unit within the State Medicaid agency that is separate from the Medical Assistance
Unit.

Specify the division/unit name. This includes adstiations/divisions under the umbrella agency Heat
been identified as the Single State Medicaid Agency

(Complete item -2-a).

The waiver is operated by a separate agency of ti8tate that is not a division/unit of the Medicaidagency.

Specify the division/unit name:
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In accordance with 42 CFR 8431.10, the Medicaichagexercises administrative discretion in the
administration and supervision of the waiver arstiés policies, rules and regulations related taviger. The
interagency agreement or memorandum of understaniat sets forth the authority and arrangementthfe
policy is available through the Medicaid agenctdS upon reques(Complete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When theWaiver is Operated by another Division/Unit
within the State Medicaid Agency When the waiver is operated by another divisionfa@tration within
the umbrella agency designated as the Single Btagkicaid Agency. Specify (a) the functions perfochigy
that division/administration (i.e., the Developnamisabilities Administration within the Single$¢
Medicaid Agency), (b) the document utilized to melthe roles and responsibilities related to waive
operation, and (c) the methods that are employetidyesignated State Medicaid Director (in some
instances, the head of umbrella agency) in thesigietrr of these activities:

As indicated in section 1 of this appendix, the waer is not operated by another division/unit withinthe
State Medicaid agency. Thus this section does noted to be completed.

b. Medicaid Agency Oversight of Operating Agency Perfonance. When the waiver is not operated by the
Medicaid agency, specify the functions that areresgly delegated through a memorandum of undeiisigind
(MOU) or other written document, and indicate tregifiency of review and update for that documergciBp
the methods that the Medicaid agency uses to efisatr¢he operating agency performs its assignedena
operational and administrative functions in accamawith waiver requirements. Also specify the érexacy
of Medicaid agency assessment of operating ageadgrmmance:

As indicated in section 1 of this appendix, the waeér is not operated by a separate agency of the $&a
Thus this section does not need to be completed.

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities.Specify whether contracted entities perform wanerational and administrative
functions on behalf of the Medicaid agency andderaperating agency (if applicablsk(ect ong

' Yes. Contracted entities perform waiver operationband administrative functions on behalf of the
Medicaid agency and/or operating agency (if applidale).
Specify the types of contracted entities and byridéscribe the functions that they perfo@omplete Items A-5
and A-6.:
CMS and MDCH will be entering into a three-way dant with regional non-state managed care entities
known as Integrated Care Organizations (ICOs) taluot operational, administrative, and care coa@titim
functions for the waiver. ICOs are also respondibighe following functions: disseminating infortran to
potential participants and assisting individualthveipplying for enroliment; managing enrollmentetsure
the ICOs operate within their maximum allocated banof participants; and ensuring that other evana
and assessments are completed within the requinedrbmes as set forth in policy; reviewing each
participant's Individual Integrated Care and SufgpBian (IICSP) to ensure appropriateness of waiggrices
in the amount, scope, and duration necessary to tme@articipant's needs; and conducting pridin@nization
and utilization management of waiver services;enfng quality assurance and quality improvement
activities. 1COs will also be required to gathafiormation related to the Nursing Faciltiy Level@ére
Determination (NFLOCD) tool, do a pre-assessmenhfeLOCD, and then send all relevant informatiod an
recommendations to MDCH for final approval of whaatthe individual meets nursing facility level @fre
(NFLOC).

No. Contracted entities do not perform waiver opeational and administrative functions on behalf of he
Medicaid agency and/or the operating agency (if apgable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entitieslndicate whether local or regional non-state @#iperform waiver
operational and administrative functions and, ifsmecify the type of entitySglect Ong
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Not applicable

Applicable - Local/regional non-state agencies perform wadgarational and administrative functions.
Check each that applies:
Local/Regional non-state public agenciegerform waiver operational and administrative fiores at the

local or regional level. There is ameragency agreement or memorandum of understandigpbetween
the State and these agencies that sets forth reggiies and performance requirements for thegnaies
that is available through the Medicaid agency.

Specify the nature of these agencies and compéetes iA-5 and A-6:

Local/Regional non-governmental non-state entitiesonduct waiver operational and administrative

functions at the local or regional level. Thera isontract between the Medicaid agency and/or the
operating agency (when authorized by the Medicg&hay) and each local/regional non-state entity tha
sets forth the responsibilities and performanceireqents of the local/regional entity. Tbentract(s)
under which private entities conduct waiver opersi functions are available to CMS upon request
through the Medicaid agency or the operating agéifi@pplicable).

Specify the nature of these entities and completesi A-5 and A-6:

Appendix A: Waiver Administration and Operation

5.

Responsibility for Assessment of Performance of Caracted and/or Local/Regional Non-State EntitiesSpecify
the state agency or agencies responsible for asgdahs performance of contracted and/or localémeal non-state
entities in conducting waiver operational and adstiative functions:

The Integrated Care Division, located within the€au of Medicaid Policy and Health System Innovatia the
Medical Services Administration of the Michigan Renent of Community Health, is responsible foreasing the
performance of each ICO.

Appendix A: Waiver Administration and Operation

6.

Assessment Methods and Frequencipescribe the methods that are used to assessrbenpence of contracted
and/or local/regional non-state entities to ensiat they perform assigned waiver operational atndiaistrative
functions in accordance with waiver requirementsofspecify how frequently the performance of cactied and/or
local/regional non-state entities is assessed:

CMS and MDCH will establish a Contract Managemesam consisting of CMS staff and/or their contraxts
well as MDCH staff. The Contract Management Teathenvaluate and monitor ICO performance and coamie
with the three-way contract, requirements set forttihe MI Health Link §1915(b)/(c) waiver as apped by CMS,
and any other applicable policies and procedufége Contract Management Team will do the following:

- Monitor ICO compliance with the Three-Way Contrac

- Coordinate periodic audits and surveys of the;ICO

- Receive and respond to complaints;

- Conduct regular meetings with the ICO;

- Provide technical assistance to the ICO;

- Try to resolve any conflicts related to the Thiay Contract;

- Inform the ICO of any action that needs to beetaky CMS or MDCH in relation to ICO compliance lwthe
Three-Way Contract;

- Review marketing materials and other policies pratedures;

- Coordinate review of any grievances or appeals;

- Review reports from the Ml Health Link ombudsnmngram;

- Review stakeholder input about ICO performanadamy other systemic issues.

MDCH has also developed a Quality Strategy thapjslicable to the entire MI Health Link 1915(b)/(c)
program. The MI Health Link Quality Strategy mamg ICO performance on many quality indicatorseaglired
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by CMS and in compliance with 42 CFR 438 Managere@ales. The quality assurance areas covered tinde
Quality Strategy are related to Access Standardsgfacy of Capacity and Services, CoordinationGaotinuity
of Care, and Structure and Operations Standafide Quality Strategy includes performance measuoes
Healthcare Effectiveness Data and Information B&{IS) data, Consumer Assessment of Healthcareidnsy
and Systems (CAHPS) Survey data, Health Outcomeseguenroliment and disenrollment reports, Extérna
Quality Review reports, quality withhold performanadicators, reports of enrollee complaints, neknamlequacy,
and other ratings and measures, and direct stakehiolput.

MDCH also oversees performance of ICOs throughQthality Improvement Strategy as described in thidHdalth
Link HCBS waiver. ICOs will be evaluated on thearformance related to assurance of the followapgropriate
enrollment in the waiver; appropriate level of cdeterminations made prior to enrollment in thewsaand
ongoing; review and periodic updates of Individuégrated Care and Supports Plans (IICSP); resalemd non-
residential settings are compliant with the HCBBalFRule; providers meet specified provider quedifions; the
enrollee has a choice of services and providemdtthand safety of the enrollee; monitoring ancbrépg of critical
incidents, restraints, seclusions, or restrictiteriventions; monitoring and reporting of suspisioeaths or injury
due to medication error; ensuring training has oeclfor reporting critical incidents; ensuring tleatical incidents
were reported within specific timeframes; ensugagitation payments were made appropriately foolees with
Level of Care code 03; and encounters are submiittesdy and correctly.

MDCH also oversees enrollee approval for enroli@gigipation in the Ml Health Link HCBS waiver. @3 will
compile information including medical records, tHELOCD results, the current IICSP, and any otheessary
information for enrollees who wish to participatethis waiver and send the information to MDCH for

approval. MDCH staff will review the informatiomd approve enrollment in this waiver if appropriaMDCH

will notify the Michigan Department of Human Sers#c(DHS) of the c-waiver enroliment and DHS wilholge the
Level of Care code to 03 in the system. The changy be done through the State's Bridges elititslistem
either manually or automatically via an interfasgvieen Bridges and the Waiver Management Database.

MDCH is developing a Waiver Management Databasehvhiill allow MDCH to monitor certain activities leged
to enrollee participation in this waiver. The &ities MDCH will be able to monitor include the fmlving: waiver
enrollment, disenroliment, capacity and “slot” iz@ition, submission of waiver application materiakspitation
payments that have been made to ICOs for eachlemrahd otherwise offers the capability for ermelspecific
electronic communication between MDCH and ICOsis Waiver Management Database is expected to be in
production by January 1, 2015, or by March 201thatatest.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrati ve Functions.In the following table, specify the entity or
entities that have responsibility for conductingleaf the waiver operational and administrativections listed
(check each that appligs
In accordance with 42 CFR §431.10, when the Mediagiency does not directly conduct a functionytesvises the
performance of the function and establishes arajiproves policies that affect the functiédl. functions not
performed directly by the Medicaid agency must blegated in writing and monitored by the MedicagkAcy.
Note: More than one box may be checked per itemuierthat Medicaid is checked when the Single ${atdicaid
Agency (1) conducts the function directly; (2) suiges the delegated function; and/or (3) estaldshnd/or
approves policies related to the function.

Function Medicaid Agency| Contracted Entity]

Participant waiver enrollment

Waiver enrollment managed against approved limits

Waiver expenditures managed against approved levels

Level of care evaluation

Review of Participant service plans

Prior authorization of waiver services

Utilization management

Qualified provider enrollment

Execution of Medicaid provider agreements
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Function Medicaid Agency| Contracted Entity
Establishment of a statewide rate methodology

Rules, policies, procedures and information develapent governing the waiver progran

Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of th e Single State Medicaid
Agency

As a distinct component of the State’s quality imgraent strategy, provide information in the follogviields to detail the
Stat¢s methods for discove and remediation

a. Methods for Discovery: Administrative Authority
The Medicaid Agency retains ultimate administratieeithority and responsibility for the operation dlfie waiver

program by exercising oversight of the performanakwaiver functions by other state and local/regimimon-state
agencies (if appropriate) and contracted entities.

i. Performance Measures

For eacl performance measure the State will use to assesspdiance with thestatutory assurance
complete the following. Performance measures fonadistrative authority should not duplicate measwge
found in other appendices of the waiver applicatioks necessary and applicable, performance measures
should focus ol
m Uniformity of development/execution of provider agments throughout all geographic areas covered
by the waive
m Equitable distribution of waiver openings in all geographieas covered by t waivel
m Compliance with HCB settings requirements and otiesv regulatory components (for waiver actions
submitted on or after March 17, 20

Where possibltinclude numerator/denominato

For each performance measure, provide informatioriiie aggregated data that will enable the State to
analyze and assess progress toward the performaeesure. In this section provide information on the
method by which each source of data is analyzdstally/deductively or inductively, how themes a
identified ol conclusions drawn, and how recommendations aredtai®d, wher appropriate

Performance Measure:

Number and percent of qualified enrollees enrolledn Ml Health Link HCBS consistent
with MDCH policies and procedures. Numerator: Numbe of qualified enrollees
enrolled consistent with policies and procedures. &nominator: All enrollee files
reviewed.

Data Source(Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation| collection/generation each that applies):
(check each that applies):| (check each that applies):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
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Confidence
Interval =
confidence level
95% with +/- 5%
margin of error

Other Annually
Specify: Stratified
ICOs Describe Group:

Continuously and

Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation| Frequency of data aggregation and
and analysis(check each that applies): |analysigcheck each that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of appropriate initial LOC determinations. Numerator: Number
of appropriate initial LOC determinations. Denominator: Number of initial LOC
determinations.

Data Source(Select one):

Other

If 'Other' is selected, specify:

Record reviews, on-site; or other reports

Responsible Party for Frequency of data Sampling Approach(checK
data collection/generation| collection/generation each that applies):
(check each that applies):| (check each that applies):
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State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe Group:

Continuously and

Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis(check each that applies):

Frequency of data aggregation and
analysigcheck each that applies):

State Medicaid Agency

Weekly

Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of appropriate LOC redeterminations. Numerator: Number of
appropriate LOC redeterminations. Denominator: Number of LOC redeterminations

that were reviewed.
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Data Source(Select one):
Other

If 'Other' is selected, specify:
record reviews, on-site; other reports

Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201

Responsible Party for
data collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach(checK
each that applies):

State Medicaid

Weekly

100% Review

Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe Group:

Continuously and
Ongoing

Other

Specify:
subsample of
NFLOCDs

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis(check each that applies):

Frequency of data aggregation and
analysigcheck each that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:
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Responsible Party for data aggregation| Frequency of data aggregation and
and analysis(check each that applies): |analysigcheck each that applies):

Performance Measure:

Number and percent of Individual Integrated Care ard Supports Plans (IICSPs) for
new enrollees that were completed in time frame sp#ied in the agreement with
MDCH. Numerator: Number of IICSPs for new enrolleesthat were completed in
specified time frame. Denominator: Number of ICSPgeviewed for new enrollees.

Data Source(Select one):

Other

If 'Other' is selected, specify:

On-site record reviews, or reports to MDCH, or onlnhe database

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation| collection/generation each that applies):
(check each that applies):| (check each that applies):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
proportionate

random sample;
95% confidence
level with +/- 5%
margin of error

Other Annually
Specify: Stratified
ICOs Describe Group:

Continuously and

Ongoing Other
Specify:

Other

Specify:

Data Aggregation and Analysis:
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Responsible Party for data aggregation| Frequency of data aggregation and
and analysis(check each that applies): |analysigcheck each that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of compliance issues which weremediated in specified
timeframes. Numerator: Number of reviewed compliane issues which were remediated
in specified timeframes. Denominator: All compliane issues that were reviewed.

Data Source(Select one):

Other

If 'Other' is selected, specify:

On-site record reviews or other reports provided toMDCH

Responsible Party for Frequency of data Sampling Approach(checK
data collection/generation| collection/generation each that applies):
(check each that applies):| (check each that applies):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
proportionate
random sample
with 95%
confidence level
and +/- 5%
margin of error
Other Annually
Specify: Stratified
ICO Describe Group:
Continuously and
Ongoing Other
Specify:
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Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation| Frequency of data aggregation and
and analysis(check each that applies): |analysigcheck each that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of residential settings that coply the HCBS Final Rule or as
otherwise approved by CMS. Numerator: Number of reglential settings in which
waiver enrollees live that comply with the HCBS Fial Rule. Denominator: All reviewed
residential settings in which waiver enrollees live

Data Source(Select one):

Other
If 'Other' is selected, specify:
Home visits
Responsible Party for Frequency of data Sampling Approach(check
data collection/generation| collection/generation each that applies):
(check each that applies):| (check each that applies):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
proportionate
random sample
with 95%
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confidence level
and +/-5%
margin of error

Other Annually

Specify: Stratified

assigned contractor if Describe Group:
applicable

Continuously and

Ongoing Other
Specify:

Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation| Frequency of data aggregation and
and analysis(check each that applies): |analysigcheck each that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of non-residential settings wher enrollees receive waiver services
that comply with the HCBS Final Rule, or as otherwse approved by CMS. Numerator:
Number of non-residential settings where enrolleeeceive waiver services that comply
with the HCBS Final Rule. Denominator: All reviewednon-residential settings where
enrollees receive waiver services.

Data Source(Select one):
Other

If 'Other' is selected, specify:
Home visits

Responsible Party for Frequency of data Sampling Approach(checK
data collection/generation| collection/generation each that applies):
(check each that applies):| (check each that applies):
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State Medicaid Weekly
Agency

100% Review

Operating Agency Monthly

Less than 100%
Review

Sub-State Entity Quarterly

Representative

Sample
Confidence
Interval =
proportionate
random sample
with confidence
level 95% with
+/-5% margin of
error

Specify:
MDCH assigned
contractor, as needeg

Other Annually

Stratified

Describe Group:

Continuously and

Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis(check each that applies):

Frequency of data aggregation and
analysigcheck each that applies):

State Medicaid Agency

Weekly

Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:
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If applicable, in the textbox below provide any esgary additional information on the strategiesleyga by
the State to discover/identify problems/issues iwithe waiver program, including frequency and igart
responsible.

MDCH conducts the following monitoring processesgditition to the quality assurance reviews:

1. Routinely monitors encounter and capitation datan the Medicaid data warehouse.

2. Verifies active licensure via a public website éach registered nurse and social worker emplayéue
ICO annually or sooner if the ICO provides an updatersonnel list.

3. Routinely reviews, analyzes, and compiles allHéglth Link administrative hearings and appeals
decisions and takes corrective action when an Kxabn-compliant with a decision and order resulfiogn
an administrative hearing.

4. Continually monitors community transition reqisesnd activity.

5. As needed, investigates and monitors throughluisn complaints received regarding operationthef
MI Health Link waiver program. This process migmtalve discussion with the ICO, enrollees or their
representatives, the Michigan Department of Humami€es (DHS), or any other entity that might be
helpful in producing a resolution.

6. Routinely monitors, reviews, and evaluates thgdaal Incidence Management Reporting System.

In addition, MDCH performs the following functions:

a. MDCH verifies sub-contracted providers havevaclicenses and meet provider qualifications.

MDCH approves the contracting process used by K2©h This includes confirming providers have agtiv
licenses (all licensing information is availabldine) and meet all qualification requirements. MBC
reviews each ICO’s policies and procedures andraotar files during the quality assurance reviaihen
MDCH has concerns about any provider, it may loplptovider licenses online at any time. MDCH
requires the following providers of MI Health Lislervices to be licensed: ICO Care Coordinator§&T
Supports Coodinators, registered nurses (RN) aaboorkers (SW), nurses (RN or LPN) furnishingvatie
duty nursing or nursing services, adult foster ¢emmes, and homes for the aged. MDCH conduct®%10
license verification process for all care and sutspooordinators annually, and additional staffreygorted
to MDCH.

b. MDCH provides administrative oversight of prosichpprovals, sanctions, suspensions, and termirsati
by the ICOs.

As part of the contract between MDCH and the IQ@BCH outlines steps ICOs can require as part of
provider corrective action plans. ICOs send al\ver monitoring reports, including correctiveiant
plans, to MDCH. MDCH reviews these reports and memest additional information.

b. Methods for Remediation/Fixing Individual Problems

Describe the State’s method for addressing indaliguoblems as they are discovered. Include inftiona
regarding responsible parties and GENERAL methodgrfoblem correction. In addition, provide
information on the methods used by the State tamhent these items.

If any inappropriate LOC determinations are fouh&, LOC determination will need to be conductedraga
within two weeks of the finding.

If any enrollee is found to be enrolled and is heirrved but does not qualify for the program,|@@ must
help the enrollee find alternative services indgbexmunity. The ICO must then disenroll the enrofteen
the MI Health Link waiver program within seven dafsotification of the finding and must also inforthe
enrollee of appeal rights. MDCH will recover alkeblicaid capitation payments made during the pesfod
ineligibility and pay ICOs the correct capitatioaypent, as applicable if the individual is stiligdble for
other physical health services offered through Mhkth Link.

If any Individual Integrated Care and Supports RIEDSP) for new enrollees are not completed in the
required time frame, the ICO must develop an [I@&HRin seven business days of the finding.

If any IICSPs do not support paid services, the El@er must, within seven business days, update th
IICSP as necessary and have the enrollee reviewravite approval, or arrange for the appropriatel of
services to be provided as specified in the IICSP.

If any ICO has a provider furnishing services tthags not meet provider requirements as specifidiaeivi
Health Link Operating Standards and the dispagtyvieen the Standards and the services is severkC@
must be expected to end its contract with the nopdiant provider. If any provider contract is enddue

ICO shall offer the enrollee choice of alternateviders for all enrollees affected. MDCH and t&6© will
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recover payments made to the provider during thi@gevhen the provider did not meet established
standards.

MDCH evaluates residential and non-residentialrgggtto ensure they are truly home and community-
based. If a non-residential setting is determioeniot be home and community-based, ICOs are red|tdr
find an alternative service provider and allow ¢éimeollee to choose among alternate providershelfsetting
is residential, the ICO should disenroll the ermelfrom the MI Health Link HCBS waiver (if the efiea
insists on remaining in that setting) or transitiba individual to a different home and communigséd
setting within two months. If the enrollee is disalled from MI Health Link HCBS, the ICO is reged to
provide him or her with a Notice of Adverse Actiand right to Fair Hearing.

Immediately after completing the quality assuraregéew, MDCH conducts on-site exit interviews wikte
ICO staff. During these exit interviews, the ICQpievided with a report of all non-evident findingisd a
listing of any findings that require immediate rafiadion. The immediate remediation is due withim tw
weeks. MDCH also compiles quality assurance re¥iedings into reports that are sent to the ICO. Whe
these reports indicate a need for corrective actlICO has 30 days to respond with a correcoten
plan.

Corrective action plans should demonstrate thalGliehas:

1. Analyzed all non-evident findings and determipedsible causes;

2. Developed a remediation strategy, including limes, that address and resolve the problems; and

3. Planned ongoing monitoring of remediation atibgi and performance.

ICOs are required to provide evidence of their réiaiton strategy by submitting documentation to MDC
This documentation might include training materiaévised policies and procedures, information fiiaff
meetings or case record documentation to supp@rtdirective action plan. MDCH reviews, then either
approves the corrective action plan and documenmtati works with ICO staff to amend the plan to inee
MDCH requirements. MDCH monitors the implementatidreach corrective action plan item to assure the
ICO meets established timelines for implementingexdive action.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysisificluding trend identification)

Frequency of data aggregation and
analysigcheck each that applies):

Responsible Partycheck each that applieq):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

ICOs

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does not have all elements of tlait@umprovement Strategy in place, provide timeb to design
methods for discovery and remediation related ¢cassurance of Administrative Authority that arerently non-
operational.

No

Yes

Please provide a detailed strategy for assuringiAditnative Authority, the specific timeline for plementing
identified strategies, and the parties responddslés operation.

MDCH will continue to work to determine final prasses and procedures for specific timeframes fonwhe
discover, remediation, and corrective action mesttmpleted by ICOs. This will be completed ptar
January 1, 2015. MDCH will either submit this infaation to CMS prior to approval of the waiver, or a
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amendment to the approved waiver will be submittetthe timeframe arranged by MDCH and CMS.

MDCH is developing a Waiver Management Database&hvhiill allow MDCH to monitor certain activities
related to enrollee participation in this waivahe activities MDCH will be able to monitor inclutlee
following: waiver enrollment, disenrollment, capgcand “slot” utilization, submission of waiver djgation
materials, capitation payments that have been nafeOs for each enrollee, and otherwise offers the
capability for enrollee-specific electronic commeation between MDCH and ICOs. This Waiver
Management Database is expected to be in produgyidanuary 1, 2015, or by March 2015 at the latest

Appendix B: Participant Access and Eligibility

B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of &, the State limits waiver services to one or
more groups or subgroups of individuals. Pleasdtseastruction manual for specifics regarding hgés. In
accordance with 42 CFR 8441.301(b)(6), select anmaare waiver target groups, check each of the sulngs in the
selected target group(s) that may receive serviceter the waiver, and specify the minimum and maxir(if any)
age of individuals served in ee subgroup

Maximum Age

Target Group Included Target SubGroup Minimum Age | Maximum Age No Maximum
Limit Age Limit
Aged or Disabled, or Both - General
Aged 65
Disabled (Physical) 21 64

Disabled (Other)

Aged or Disabled, or Both - Specific Recognized 8groups

Brain Injury

HIV/AIDS

Medically Fragile

Technology Dependent

Intellectual Disability or Developmental Disability, or Both

Autism

Developmental Disability

Intellectual Disability

Mental lliness

Mental lliness

Serious Emotional Disturbance

b. Additional Criteria. The State furthe¢specifies its target group(s) as follo

c. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies
to individuals who may be served in the waiver ctibg the transition planning procedures that adedtaken on

behalf olparticipants affected by the age lir(selec one).

Not applicable. There is no maximum age limit

The following transition planning procedures are enployed for participants who will reach the
waiver's maximum age limit.
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Specify:

Participants in MI Health Link who are eligible digea physical disability and reach age 65 are ttesmed to
have continued program eligibility by virtue of thage as long as they remain eligible for both Mack and
Medicaid. No transition is necessary within thegreom.

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost limit applies wherermining whether to deny home and
community-based services or entrance to the waivan otherwise eligible individuéselect one)Please note that a

No Cost Limit. The State does not apply an indivic cost limit. Do not complete ltem-2-b or item E-2-c.

Cost Limit in Excess of Institutional Costs.The State refuses entrance to the waiver to argrwtbe eligible
individual when the State reasonably expects tietost of the home and community-based servicashed
to that individual would exceed the cost of a levetare specified for the waiver up to an amopetciied by
the StateCompleti Items E-2-b and E-2-c.

The limit specified by the State i{select one
A level higher than 100% of the institutional aveage.

Specify the percentac

Other

Specify

Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the State refasance to the waiver to any
otherwise eligible individual when the State read®n expects that the cost of the home and comiynmaised
services furnished to that individual would exc&8@% of the cost of the level of care specifiedtfar waiver.
Complete Items-2-b and E-2-c.

Cost Limit Lower Than Institutional Costs. The State refusemntrance to the waiver to any otherwise qual
individual when the State reasonably expects tietost of home and community-based services fuediso
that individual would exceed the following amoupésified by the State that is less than the coatle¥el of
care specified for tt waiver.

Specify the basis of the limit, including evidetie the limit is sufficient to assure the healtidavelfare of
waivel participants. Complete Items-2-b and E-2-c.

The cos limit specified by the State i (select one:
The following dollar amount:
Specify dollar amour
The dollar amount (select one

Is adjusted each year that the waiver is in effediy applying the following formula:

Specify thiformula:
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May be adjusted during the period the waiver is ireffect. The State will submit a waiver
amendment to CMS to adjust the dollar amount.

The following percentage that is less than 100% dlie institutional average:
Specify percen

Other:

Specify:

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (2 of 2)

Answers provided in Appendix B-2-a indicate that ya do not need to complete this section.

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in IteBa2-a,
specify the procedures that are followed to deteenm advance of waiver entrance that the individueealth and
welfare can be assured within the cost limit:

c. Participant Safeguards.When the State specifies an individual cost limitem B-2-a and there is a change in the
participant's condition or circumstances post-emteao the waiver that requires the provision ofises in an
amount that exceeds the cost limit in order to esthe participant's health and welfare, the Stateestablished the
following safeguards to avoid an adverse impadherparticipan{check each that applies)

The participant is referred to another waiver thatcan accommodate the individual's needs.

Additional services in excess of the individual & limit may be authorized.

Specify the procedures for authorizing additioraies, including the amount that may be authdrize

Other safeguard(s)

Specify:

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served(1 of 4)

a. Unduplicated Number of Participants. The following table specifies the maximum numbienrduplicated
participants who are served in each year that thigexis in effect. The State will submit a waieanendment to
CMS to modify the number of participants specifiedany year(s), including when a modification ecassary due
to legislative appropriation or another reason. fitmmber of unduplicated participants specifiechis table is basis
for the cost-neutrality calculations in Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants

Year 1
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Waiver Year Unduplicated Number of Participants
3500
Year 2 5000
Year 3 5000
Year 4 5000
Year 5 5000

b. Limitation on the Number of Participants Served atAny Point in Time. Consistent with the unduplicated number
of participants specified in Item B-3-a, the Stay limit to a lesser number the number of paréinis who will be
served at any point in time during a waiver yeadidate whether the State limits the number ofiggénts in this
way: (select one)

The State does not limit the number of participang that it serves at any point in time during a
waiver year.

' The State limits the number of participants that t serves at any point in time during a waiver year.

The limit that applies to each year of the waiverigd is specified in the following table:

Table: B-3-b
Waier Vear e
Year 1 3300
Year 2 4700
Year 3 4700
Year 4 4700
Year 5 4700

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served(2 of 4)

c. Reserved Waiver Capacity.The State may reserve a portion of the participaptcity of the waiver for specified
purposes (e.g., provide for the community transitibinstitutionalized persons or furnish waivensees to
individuals experiencing a crisis) subject to CMSiew and approval. The Stgselect one)

Not applicable. The state does not reserve capagit

©) The State reserves capacity for the following purpse(s).
Purpose(s) the State reserves capacity for:

Purposes

Nursing facility transitions and individuals with i mminent risk of nursing facility admission

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served(2 of 4)

Purpose(provide a title or short description to use foolap):
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Nursing facility transitions and individuals witmiminent risk of nursing facility admission
Purpose(describe):

MDCH is reserving a small number of slots for temgp waiver enrollment in the event an ICO has
used all of its capacity and there is an individuith imminent risk of nursing facility admissioh i

not for availability of waiver services, or an imidiual is transitioning from a nursing facility mthe
community. MDCH will "own" the reserved slots andl loan a slot to the ICO temporarily until
another individual disenrolls from this waiver dieg a vacancy at the ICO. Once a vacancy occurs
with the ICO, MDCH will take back the loaned sloidareserve the slot for another individual who
needs it. This process is to ensure an individaalenroll in this waiver without a delay waiting fmn
ICO to have a vacant slot.

Describe how the amount of reserved capacity was @emined:

The reserved capacity was determined by calculdti8gpo of the total expected unduplicated enrollee
count for this waiver for each waiver year. If tmaimber resulted in a decimal, it was rounded up to
the nearest whole number.

If this application is viewed under the printablew, only the first three waiver years for reserved
capacity show up on the page. To provide cladtyréviewers and commenters, the reserved capacity
in the chart below for all five waiver years is:

Year 1: 12
Year 2: 17
Year 3: 17
Year 4: 17
Year 5: 17

The capacity that the State reserves in each waivgear is specified in the following table:

Waiver Year Capacity Reserved
Year 1 12
Year 2 17
Year 3 17

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served(3 of 4)

d. Scheduled Phase-In or Phase-OuWithin a waiver year, the State may make the nurobparticipants who are
served subject to a phase-in or phase-out schésklkct one)

The waiver is not subject to a phase-in or a phasgut schedule.

The waiver is subject to a phase-in or phase-outisedule that is included in Attachment #1 to
Appendix B-3. This schedule constitutes an intra-ya limitation on the number of participants who
are served in the waiver.

e. Allocation of Waiver Capacity.
Select one
Waiver capacity is allocated/managed on a statewédbasis.
' Waiver capacity is allocated to local/regional nosstate entities.
Specify: (a) the entities to which waiver capadstyllocated; (b) the methodology that is usedltxate

capacity and how often the methodology is reevalliadnd, (c) policies for the reallocation of urdisapacity
among local/regional non-state entities:
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(a) Michigan operates its waiver through Integra@@de Organizations (ICOs).

(b) The initial allocation of waiver capacity waaded on anticipated demand in each region. Thisiated
demand was based on number of Medicare-Medicaitbids enrolled in MI Choice, the number of indivals
on the MI Choice waiver waiting list, enrolimentpexience for the MI Choice waiver, and individualso
have been determined to meet nursing facility lefelare.

(c) MDCH will continuously monitor waiver capacityr each ICO. If ICOs are underutilizing the waieoe
are constantly at capacity, the waiver capacitycallion will be reconsidered and adjusted if needed
f. Selection of Entrants to the Waiver.Specify the policies that apply to the selectibindividuals for entrance to the
waiver:

All applicants for the Ml Health Link HCBS waiverust meet nursing facility level of care requirensess
determined by a qualified professional using theljan Medicaid Nursing Facility Level of Care Dabénation
(NFLOCD). Atfter this evaluation, MDCH requires thegiplicants receive information on all programsvitiich
they qualify. Applicants then indicate the prograhtheir choice and document the receipt of infaioraregarding
their options by completing the Michigan FreedonCbbice form. This form must be signed and datethby
applicant (or his or her legal representative) segkervices and is to be maintained in the applisaase record.

When the number of enrollees applying for servesaseeds program capacity, a procedure is implerdeagiténg
priority in descending order to the following graujer enrollment in the program:

1. Qualified applicants diverted from an imminentsing facility admission including any applicanttwan active
Adult Protective Services (APS) case who qualifagsand could benefit from Integrated Care seryices

2. Nursing facility residents who meet program ieguents, express a desire to return to a homeamenunity
based setting, and need services over and abose firovided outside this waiver in order to livecessfully in
the community;

3. All other qualified applicants in chronologicaller by date of inquiry.

Category 1 has the highest priority and is admiitestl Then, applicants in Category 2 followeddpplicants in
Category 3 are admitted. Within each category,iegpts are admitted by date of application.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment #1(4 of 4)

Answers provided in Appendix B-3-d indicate that ya do not need to complete this section.

Appendix B: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Waiver

1. State Classification.The State is éselect one)
' 81634 State
SSI Criteria State
209(b) State

2. Miller Trust State.
Indicate whether the State is a Miller Trust Staidect one)

' No
Yes
b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waeer eligible

under the following eligibility groups containedtime State plan. The State applies all applicadderal financial
participation limits under the pla@heck all that apply

Eligibility Groups Served in the Waiver (excludirtgpe special home and community-based waiver gromoler 42
CFR 8§435.217)
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Low income families with children as provided in 8931 of the Act

SSiI recipients

Aged, blind or disabled in 209(b) states who ardigible under 42 CFR §435.121
Optional State supplement recipients

Optional categorically needy aged and/or disablemhdividuals who have income at:

Select one

100% of the Federal poverty level (FPL)
% of FPL, which is lower than 100% of FPL.

Specify percentag
Working individuals with disabilities who buy into Medicaid (BBA working disabled group as provided m

§1902(a)(10)(A)(ii)(X11)) of the Act)
Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group as

provided in 81902(a)(10)(A)(ii)(XV) of the Act)
Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvement Coverage

Group as provided in §1902(a)(10)(A)(ii))(XVI) of tre Act)
Disabled individuals age 18 or younger who wouldequire an institutional level of care (TEFRA 134

eligibility group as provided in 81902(e)(3) of théAct)
Medically needy in 209(b) States (42 CFR 8435.330)

Medically needy in 1634 States and SSI Criteria 8tes (42 CFR 8435.320, §435.322 and 8435.324)
Other specified groups (include only statutory/reglatory reference to reflect the additional groupsin the
State plan that may receive services under this waer)

Specify:

Special home and community-based waiver group und2rCFR 8435.217Note: When the special home and
community-based waiver group under 42 CFR 8§435i2irircluded, Appendix B-5 must be completed

No. The State does not furnish waiver services todividuals in the special home and community-based
waiver group under 42 CFR 8435.217Appendix B-5 is not submitted.

Yes. The State furnishes waiver services to indiMials in the special home and community-based waive
group under 42 CFR 8435.217.

Select one and complete Appendix B-5.

All individuals in the special home and communitybased waiver group under 42 CFR §435.217

Only the following groups of individuals in the sgcial home and community-based waiver group
under 42 CFR §435.217

Check each that applies

A special income level equal to:
Select one

300% of the SSI Federal Benefit Rate (FBR)
A percentage of FBR, which is lower than 300% (4Z2FR §435.236)

Specify percentagt
A dollar amount which is lower than 300%.
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Specify dollar amoun
Aged, blind and disabled individuals who meet reguements that are more restrictive than the

SSI program (42 CFR 8435.121)
Medically needy without spenddown in States whichlso provide Medicaid to recipients of SSI

(42 CFR 8435.320, §435.322 and §435.324)
Medically needy without spend down in 209(b) State(42 CFR §435.330)

Aged and disabled individuals who have income at:
Select one

' 100% of FPL
% of FPL, which is lower than 100%.

Specify percentage amot
Other specified groups (include only statutory/reglatory reference to reflect the additional
groups in the State plan that may receive servicamder this waiver)

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 4)

In accordance with 42 CFR §441.303(e), Appendix Bi5tine completed when the State furnishes waiveicss to
individuals in the special home and community-bagaiyer group under 42 CFR §435.217, as indicateAppendix B-4.
Pos-eligibility applies only to the 42 CFR 8435.21°bgp. A State that uses spousal impoverishment widsr 81924 of
the Act to determine the eligibility of individualéth a community spouse may elect to use spoostighigibility rules
under 81924 of the Act to protect a personal n allowance for a participant with a community spa

a. Use of Spousal Impoverishmer Rules Indicate whether spousal impoverishment rulesiaesl to determine
eligibility for the special home and commui-based waiver grotunder 42 CFR 8435.2](select one

Spousal impoverishment rules under 81924 of the Aare used to determine the eligibility of individials
with a community spouse for the special home and nomunity-based waiver group.

In the cas of a participant with a community spouse, the Stddets to selec one):

Use spousal post-eligibility rules under §1924 e Act.
(Complete Item -5-b (SS State and Iten B-5-d)

Use regular post-eligibility rules under 42 CFR 8385.726 (SSI State) or under §435.735 (209b State)
(Complete Item -5-b (SSI Stat.. Do not complete Ite B-5-d)

' Spousal impoverishment rules under 81924 of the Aare not used to determine eligibility of individuals
with a community spouse for the special home and nomunity-based waiver group. TheState uses regula
post-eligibility rules for individuals with a community spouse.

(Complete Item -5-b (SSI Stat.. Do not complete Ite B-5-d)

Appendix B: Participant Access and Eligibility
B-5: Pos-Eligibility Treatment of Income (2 of 4)

b. Regular Pos-Eligibility Treatment of Income: SSI State
The State uses the post-eligibility rules at 42 @GBR.726. Payment for home and community-basedexaisrvices

is reduced by the amount remaining after dedudtiegollowing allowances and expenses from the araiv
participant's incom
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i. Allowance for the needs of the waiver participan{select ong

The following standard included under the State @n

Select one

SSI standard

Optional State supplement standard

Medically needy income standard

The special income level for institutionalized pesons

(select ong

300% of the SSI Federal Benefit Rate (FBR)
A percentage of the FBR, which is less than 300%

Specify the percentag
A dollar amount which is less than 300%.

Specify dollar amour
A percentage of the Federal poverty level

Specify percentag
Other standard included under the State Plan

Specify:

The following dollar amount

Specify dollar amour If this amount changes, this item will be revised.
The following formula is used to determine the negs allowance:

Specify:

Other

Specify:

ii. Allowance for the spouse onlyselect ong

Not Applicable (see instructions)
SSI standard

Optional State supplement standard
Medically needy income standard
The following dollar amount:

Specify dollar amour If this amount changes, this item will be revised.
The amount is determined using the following formla:
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Specify:

iii. Allowance for the family (select ong

' Not Applicable (see instructions)
AFDC need standard
Medically needy income standard
The following dollar amount:

Specify dollar amour The amount specified cannot exceed the highereohéted standard

for a family of the same size used to determingilglity under the State's approved AFDC plan @& th
medically needy income standard established undl€@HR 8§435.811 for a family of the same size. If
this amount changes, this item will be revised.

The amount is determined using the following formla:

Specify:

Other

Specify:

iv. Amounts for incurred medical or remedial care expeses not subject to payment by a third party,
specified in 42 §CFR 435.726:

a. Health insurance premiums, deductibles and co-ams& charges

b. Necessary medical or remedial care expenses remahander State law but not covered under the
State's Medicaid plan, subject to reasonable lithés the State may establish on the amounts séthe
expenses.

Select one:

' Not Applicable (see instructionsiNote: If the State protects the maximum amounth@mvaiver
participant, not applicable must be selected.

The State does not establish reasonable limits.
The State establishes the following reasonable lita

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 4)

c. Regular Post-Eligibility Treatment of Income: 209(B State.

Answers provided in Appendix B-4 indicate that youdo not need to complete this section and therefothis
section is not visible.
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Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 4)

d. Post-Eligibility Treatment of Income Using Spousalmpoverishment Rules

The State uses the post-eligibility rules of 8194 the Act (spousal impoverishment protectianjietermine the
contribution of a participant with a community speuoward the cost of home and community-basedifciire
determines the individual's eligibility under §19@4the Act. There is deducted from the particifgamntonthly
income a personal needs allowance (as specifieivipeh community spouse's allowance and a famityance as
specified in the State Medicaid Plan. The Statetrls® protect amounts for incurred expenses fatica or
remedial care (as specified below).

Answers provided in Appendix B-5-a indicate that ya do not need to complete this section and thereferthis
section is not visible.

Appendix B: Participant Access and Eligibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR 8441.302(c), the State pravfde an evaluation (and periodic reevaluations}tef need for the
level(s) of care specified for this waiver, wheerthis a reasonable indication that an individuaymeed such services in
the near future (one month or less), but for thailability of home and commun-based waiver service

a. Reasonable Indication of Need for Services$n order for an individual to be determined to che&iver services, an
individual must require: (a) the provision of ai$¢ one waiver service, as documented in the seplan, andb) the
provision of waiver services at least monthly dthe need for services is less than monthly, #r¢igipant requires
regular monthly monitoring which must be documeritethe service plan. Specify the State's polic@scerning the
reasonable indication of the need for servi

i. Minimum number of services

The minimum number of waiver services (one or mtna) an individual must require in order to be
determined to need waiver service: 1
ii. Frequency of servicesThe State requires (select ol
' The provision of waiver services at least monthly
Monthly monitoring of the individual when servicesare furnished on a less than monthly basis

If the State also requires a minimum frequencyterprovision of waiver services other than monthly
(e.g., quarterly), specify the frequer

b. Responsibility for Performing Evaluations anc Reevaluations Level of care evaluations and reevaluations are
performed select on):

Directly by the Medicaid agency
By the operating agency specified in Appendix A
' By an entity under contract with the Medicaid agewy.

Specify th entity:

Integrated Care Organizations (ICOs) conduct tteduenions for all Nursing Facility Level of Care
Determinations (NFLOCDSs). ICOs will gather NFLOCHfarmation, do a preliminary screening, and send
relevant documentation and recommendationMdD&CH so the State can make a final determinatiowluéthe!
an individua meets nursing facility level of ca

Other

Specify
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c. Qualifications of Individuals Performing Initial Ev aluation: Per 42 CFR 8441.303(c)(1), specify the
educational/professional qualifications of indivadisiwho perform the initial evaluation of levelazre for waiver
applicants:

The Michigan Medicaid Nursing Facility Level of @aDetermination must be completed by a health care
professional: physician, registered nurse, liceqsadtical nurse, licensed social worker (BSW o’W)Sor a
physician assistant.

d. Level of Care Criteria. Fully specify the level of care criteria that aised to evaluate and reevaluate whether an
individual needs services through the waiver aadl $erve as the basis of the State's level ofinateiment/tool.
Specify the level of care instrument/tool thatngpdoyed. State laws, regulations, and policies eamag level of
care criteria and the level of care instrument/rel available to CMS upon request through the béediagency or
the operating agency (if applicable), including ile&trument/tool utilized.

Enrollment into the MI Health Link waiver requirdse applicant to meet the specified medical/fumalceligibility
criteria for nursing facility level of care as id#ed in Michigan NFLOCD policy. The online NFLOCI3
completed only once per applicant, unless the brgdlas a significant change of condition which rolagnge his or
her current eligibility status. Hard copy NFLOCBsy be completed to establish ongoing eligibilifjhe applicant
must meet, and continue to meet, the NFLOCD caten an on-going basis to remain eligible for thegpam.
Nursing facility level of care criteria consistssfven medical/functional domains that are outlineitie Michigan
Medicaid Nursing Facility Level of Care Determirati(LOCD).

Door 1 - Activities of Daily Living (ADL) Dependeryc

Self-ability in (A) Bed (sleeping surface) MobiljtyB) Transfers, and (C) Toilet Use in the lastesey7) calendar
days from the date the LOCD was conducted:

_ Independent or Supervision = 1

_ Limited Assistance = 3

_ Extensive Assistance or Total Dependence = 4

_Activity Did Not Occur during the entire 7-dayrjmal regardless of ability (applicant was not mebdid not
transfer, did not toilet) = 8

Self-ability in (D) Eating in the last seven calandays from the date the LOCD was conducted:

_ Independent or Supervision = 1

_ Limited Assistance = 2

_ Extensive Assistance or Total Dependence = 3

_Activity Did Not Occur during the entire 7-dayrjmal regardless of ability (applicant did not eay

The applicant must score at least six points inrCot qualify.
Door 2 - Cognitive Performance

The Cognitive Performance Scale is used to identfynitive difficulties with short-term memory addily
decision-making.

A. Short Term Memory: determine the applicant’sdiional capacity to remember recent events (ibartserm
memory).

_ Memory Okay is selected when applicant appearsdall after five (5) minutes.
_ Memory Problem is selected when the applicans s recall after five (5) minutes.

B. Cognitive Skills for Daily Decision Making. Rexv events of the last seven (7) calendar days thendate the
LOCD was conducted and score how the applicant rdadisions regarding tasks of daily life.

_ Independent: decisions were consistent, reasenaplicant organized daily routine consistentlg eeasonably
in an organized fashion.

_ Modified Independent: applicant organized dadlytmes, made safe decisions in familiar situatiouts
experienced some difficulty in decision-making wiaced with new tasks or situations.

__ Moderately Impaired: applicant’s decisions wesem required reminders, cues and supervisionanrphg,
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organizing and correcting daily routines.
_ Severely Impaired: applicant’s decision-makingwaverely impaired,;
__Applicant never or rarely made decisions.

C. Making Self Understood. Within the last sevendalendar days from the date the LOCD was conducte
document the applicant’s ability to express or camitate requests, needs, opinions, urgent probégrdsocial
conversation.

_ Understood: applicant expresses ideas clearlydthdut difficulty.

_ Usually Understood: applicant has difficulty find the right words or finishing thoughts, resudtim delayed
responses; little or no prompting is required.

_ Sometimes Understood: applicant has limited tgbiiut is able to express concrete requests regphasic needs
(food, drink, sleep, toilet).

_ Rarely/Never Understood: at best, understanditignited to interpretation of highly individualpplicantspecific
sounds or body language.

The applicant must score under one of the followhrge options to qualify for Door 2:

1. ‘Severely Impaired’ in Decision Making.

2. 'Yes’ for Memory Problem, and Decision Makinghdoderately Impaired’ or ‘Severely Impaired.’

3. ‘Yes’ for Memory Problem, and Making Self Undeisd is ‘Sometimes Understood’ or ‘Rarely/Never
Understood.’

Door 3 - Physician Involvement

The number of days in which the physician or auttesl assistant/practitioner examined the applicachanged
orders in the last 14 calendar days from the detd. ©CD was conducted.

A. Physician Visits/Exams: in the last 14 calendiays, count the number of days the applicant wam@ed. For
example, if three physicians examined the applicarthe same day over the last 14 calendar dayst tioat as one
exam. Do not count emergency room examinationsa@@ount visits/exams made while the applicant was
hospitalized. Do not count examinations prior te ldst 14 calendar days.

B. Physician Orders: in the last 14 calendar deysnt the number of days the physician changedpécant’s
orders. For example, if three physicians changddrsron the same day over the last 14 calendar dayst that as
one order change. Do not count drug or treatmatdgraenewals without change. Do not count slidicgtes order
changes. Do not count emergency room orders. Domoit orders prior to the last 14 calendar days.

The applicant must meet the following criteria talify for Door 3:

1. Over the last 14 calendar days, at least onéndaihich the Physician visited and examined thgliapnt AND at
least four days in which the Physician changedrsid@R

2. Over the last 14 calendar days, at least tws @rawhich the Physician visited and examined thaieant AND
at least two days in which the Physician changeeérst

Door 4 - Treatments and Conditions

Nine Treatments/Conditions require a physician-doeated diagnosis in the medical record. The
treatments/conditions must be evidenced withindkefourteen (14) calendar days from the datd €D was
conducted. Applicants will no longer qualify undke treatment/condition once it has been resolVRch®longer
affects functioning OR no longer requires the nieeatare. Applicants who are determined eligiblguiee ongoing
assessment and follow-up monitoring. Care planaimdjthe focus for treatment for these applicantstimyolve
active restorative nursing and discharge planning.

Treatment/Condition: Stage 3-4 pressure soresguatrous or Parenteral Feedings; Intravenous MéaisatEnd
stage care; Daily Tracheostomy care, Daily Regpiyatare, Daily Suctioning; Pneumonia within thstla4 days;
Daily Oxygen Therapy (not Per Resident Need); Diamisulin with two order changes in last 14 daysijtBeeal or
Hemodialysis.

The applicant must score ‘Yes’ in at least onéhefriine categories AND have a
continuing need to qualify for Door 4.
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Door 5 - Skilled Rehabilitation Therapies

Skilled rehabilitation interventions is based odared AND scheduled therapy services within thedasalendar
days from the date the LOCD was conducted.

A. Speech Therapy in the last seven calendar days
B. Occupational Therapy in the last seven caleddgs
C. Physical Therapy in the last seven calendar days

_ Minutes: record the total minutes speech, océopaland physical therapy was administered fdeadt 15
minutes a day. Do not include evaluation minutesozZminutes are recorded if less than 15.

_ Scheduled Therapies: record the estimated tataber of speech, occupational and physical themgiputes the
applicant was scheduled for, but did not receivenbt include evaluation minutes in the estimati&gro minutes
are recorded if less than 15.

The applicant must have required at least 45 ménotactive speech therapy, occupational therapghgsical
therapy (scheduled or delivered) in the last seaendar days AND continue to require skilled relitation
therapies to qualify for Door 5.

Door 6 — Behavior

The repetitive display of behavioral challenges, tB&experience of delusions or hallucinationsh lwdtwhich are
supported by the Preadmission Screen Annual Redilariew (PASARR) requirement for nursing facility
admission if the applicant chooses a residentitihgefor care, that impact the applicant’s abilitylive
independently in the community and are identifiedbor 6. Behavioral challenges, hallucinations deldisions
must have occurred within seven (7) calendar dags f the date the LOCD was conducted online. The
challenging behaviors are:

1. Wandering: moving about with no discernibleiaial purpose; oblivious to physical or safety reed

2. Verbal Abuse: threatening, screaming at or agrst others.

3. Physical Abuse: hitting, shoving, scratchingexually abusing others.

4. Socially Inappropriate/Disruptive: disruptiveusals, noisiness, screaming, performing self-abusive,
inappropriate sexual behavior or disrobing in pridimearing or throwing food or feces, or hoardingummaging
through others’ belongings.

5. Resists Care: verbal or physical resistance (i.e., physically refusing care, pushing caregaway,
scratching caregiver). This category does not oheline applicants informed choice to not followoarse of care or
the right to refuse treatment; do not include eggsowhere the applicant reacts negatively as othets re-institute
treatment that the applicant has the right to efus

The applicant must have exhibited any one of tfevalbehavioral symptoms in at least four of theédasen
calendar days (including daily) from the date tl@QdD was conducted online OR the applicant exhikdteldsional
thinking or clearly demonstrated having experiencailicinations within seven calendar days fromdate the
LOCD was conducted online AND met the PASARR regmient for nursing facility admission if they choase
residential setting of care to qualify for Door 6.

Door 7 - Service Dependency

Service dependency applies to current beneficiamgswho are enrolled in and receiving servicesrfra Medicaid
-certified nursing facility, Ml Choice program dre Program of All Inclusive Care for the ElderlyA®E), or the
MI Health Link HCBS waiver. All three of the follawng criteria must be met to demonstrate servicedeéency:

1. Applicant has been served by a Medicaid reindzlirsirsing facility, Ml Choice, PACE, or Ml Healltlink
HCBS waiver for at least one year; consecutive @tm®ss the programs (no break in service) mayhedbmned
AND

2. Applicant requires ongoing services to maintairrent functional status

AND

3. No other community, residential or informal Seeg are available to meet the applicant’s neegly (be current
provider can provide those services/needs)

The applicant must meet all three of the aboveGatto be determined service dependent to quilifipoor 7.
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e. Level of Care Instrument(s).Per 42 CFR 8441.303(c)(2), indicate whether ts&riment/tool used to evaluate level
of care for the waiver differs from the instruméoi used to evaluate institutional level of céselect one)

The same instrument is used in determining the l&¥ of care for the waiver and for institutional care
under the State Plan.

A different instrument is used to determine the leel of care for the waiver than for institutional care
under the State plan.

Describe how and why this instrument differs frdra form used to evaluate institutional level ofecand
explain how the outcome of the determination imbéé, valid, and fully comparable.

f. Process for Level of Care Evaluation/ReevaluationPer 42 CFR 8§441.303(c)(1), describe the process fo
evaluating waiver applicants for their need for lgneel of care under the waiver. If the reevaluafiwocess differs
from the evaluation process, describe the diffezsenc

The NFLOCD must be conducted within 45 days of Bment and entered into the online system after the
assessment is completed. This is considered a M&lidDCD. Annual NFLOCD reevaluations are condudigd
ICO Care Coordinators and MDCH, and are conductdthid copy only, not online. If the hard copy raemation
determines that the enrollee no longer meets tHeOD criteria for participation, that NFLOCD must kentered
online reflecting the NFLOCD eligibility status afige. This is a ‘subsequent’ online NFLOCD whicleanducted
only when the enrollee has a significant changsimdition which may change the enrollee’s curreRL8CD
eligibility status. The ICO Care Coordinator mustdment the NFLOCD outcome in the case record.ofiee
NFLOCD and the hard-copy NFLOCD are the same assggequiring the same eligibility criteria.

g. Reevaluation SchedulePer 42 CFR 8441.303(c)(4), reevaluations of thiellef care required by a participant are
conducted no less frequently than annually accgrtbirthe following scheduléselect one)

Every three months
Every six months
Every twelve months

Other schedule
Specify the other schedule:

A reevaluation is required every twelve monthsamrer if there is a significant change in condition
h. Qualifications of Individuals Who Perform Reevaluaions. Specify the qualifications of individuals who panrh
reevaluationgselect one)

The qualifications of individuals who perform reewaluations are the same as individuals who perform
initial evaluations.

The qualifications are different.
Specify the qualifications:

i. Procedures to Ensure Timely Reevaluation®er 42 CFR §441.303(c)(4), specify the procedirassthe State
employs to ensure timely reevaluations of levetare(specify):

As required by the state, ICO Care Coordinatomtioer designated supports coordinators will reeatal@ach Ml
Health Link HCBS enrollee's level of care at eathérson reassessment visit. The ICO Care Cooadat other
designated supports coordinators document tharihalee continues to meet the nursing facilityelesf care
within the case record, usually specifying the appate "Door" through which the enrollee meetelef care
criteria. Reassessments are conducted in persamiynor upon a significant change in the enrofi@sndition.
ICO Care Coordinators or other designated suppodsdinators track reassessment dates within tRs'IC
information systems. If an ICO Care Coordinatoothrer designated supports coordinator determireestinollee
no longer meets the nursing facility level of cahes ICO Care Coordinator initiates program disgegsrocedures
and provides the enrollee with advanced noticeiaftdmation on appeal rights.

j- Maintenance of Evaluation/Reevaluation RecordsPer 42 CFR 8441.303(c)(3), the State assureswviitéén
and/or electronically retrievable documentatioralbevaluations and reevaluations are maintained foinimum
period of 3 years as required in 45 CFR §92.42c8pthe location(s) where records of evaluationd a
reevaluations of level of care are maintained:
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Paper copies of level of care determinations fookges are maintained by the care coordinator eysal by the
ICO for a minimum period of ten years. This infotioa is also maintained in the MDCH LOCD database.

Appendix B: Evaluation/Reevaluation of Level of Cae

Quality Improvement: Level of Care

As a distinct component of - State’s quality improvement strategy, provide fimfation in the following fields to detail the

Stat¢s methods for discovery and remediat

a. Methods for Discovery: Level of Car¢ Assurance/Sul-assurance

The state demonstrates that it implements the processgbsinstrument(s specified in its approved waiver f
evaluating/reevaluating an applicant's/waiver patctpant's level of care consistent with level of egprovided in a

hospital, NF or ICF/IID.

i. Sub-Assurances

a. Sub-assurance: An evaluation for LOC is providedat) applicants for whom there is reasonable

indication that services may be needed in the fugur

Performance Measure

For each performance measure the State will usssess compliance with the statutasgurance (c
sut-assurance), complete the following. Where pos: include numerator/denominat:

For each performance measure, provide informatioritie aggregated data that will enable the State

to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is @edlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and h®esemmendations are formulated, where
appropriate

Performance Measure:

Number and percent of new MI Health Link HCBS waive enrollees who meet
the NFLOC criteria prior to the receipt of waiver services. Numerator: Number
of MI Health Link HCBS waiver enrollees who meet tle NFLOC criteria prior to
the receipt of waiver services. Denominator: All ne MI Health Link HCBS
waiver enrollees.

Data Source(Select one):

Other

If 'Other' is selected, specify:

online database or other documents submitted to MDB

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
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Other Annually
Specify: Stratified
ICOs Describe
Group:
Continuously and
Ongoing Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

b. Sub-assurance: The levels of care of enrolled peigiants are reevaluated at least annually or as
specified in the approved waiver.

Performance Measures

For each performance measure the State will usssess compliance with the statutasgurance (c
sut-assurance), complete the following. Where pos: include numerator/denominat:

For each performance measure, provide informatinrih® aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is @edlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and hesemmendations are formulated, where

appropriate

Performance Measure:
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Number and percent of enrollees who received a retlgmination of waiver
eligibility within 12 months of their initial or pr evious LOC evaluation.
Numerator: Number of enrollees who received an anral redetermination of
waiver eligibility within 12 months of their initia | or previous LOC evaluation.
Denominator: All enrollee files reviewed.

Data Source(Select one):

Other

If 'Other' is selected, specify:

On-site record reviews or off-site record reviews

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applieq):
(check each that applieq):

State Medicaid Weekly 100% Review
Agency

Operating Agency Monthly Less than 100%
Review

Sub-State Entity Quarterly
Representative

Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error

Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and

Specify:
Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

c. Sub-assurance: The processes and instruments dbscrin the approved waiver are applied
appropriately and according to the approved destidp to determine participant level of care.

Performance Measures

For each performance measure the State will usssess compliance with the statutory assuranc
sut-assurance complete the following. Where possible, inc numerator/denominatc

For each performance measure, provide informatioriiie aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is @edlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and h®esemmendations are formulated, where
appropriate

Performance Measure:

Number and percent of enrollees who had level of cainitial determinations and
reevaluations where the level of care criteria waaccurately applied. Numerator:
Number of enrollees who had level of care initial eéterminations and
reevaluations where the level of care criteria waaccurately applied.
Denominator: Number of enrollee files reviewed.

Data Source(Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
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Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error

Other Annually
Specify: Stratified
Describe
Group:

Continuously and
Ongoing Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of level of care determinationsnade by a qualified
evaluator. Numerator: Number of level of care deteminations made by a
qualified evaluator. Denominator: All level of caredetermination files reviewed.

Data Source(Select one):
Other
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If 'Other' is selected, specify:
On-site record reviews or online database or othedlocumentation provided to

MDCH
Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):

collection/generation (check each that applieq):
(check each that applieq):

State Medicaid Weekly 100% Review
Agency

Operating Agency Monthly Less than 100%
Review

Sub-State Entity Quarterly
Representative

Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error

Other Annually

Specify: Stratified

Describe
Group:

Continuously and

Ongoing Other
Specify:

Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other Annually

Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

Continuously and Ongoing

Other
Specify:

If applicable, in the textbox below provide any essary additional information on the strategiesleyga by
the State to discover/identify problems/issues iwithe waiver program, including frequency and igart
responsible.

1) MDCH has qualified reviewers to conduct casmore reviews on a sample of cases to compare tével
care determinations (LOCDs) with actual assessmépiglified reviewers analyze findings and vetifat
enrolled individuals are eligible, LOCD items matm@mparable assessment responses, and care coorslina
or supports coordinators reevaluate enrollees dinudDCH staff compiles results into the final iten
review report provided to the ICO. When qualifregtiewers identify non-compliance, immediate
remediation is required and pursued. Additionallyalified reviewers may provide instructions fgsaring
compliance on-site and MDCH staff provides trainasgneeded.

2) MDCH or its designee conducts retrospectivéergs monthly and as requested to validate the L@ED
performed by the entity conducting the NFLOCDs. TB® must submit all supporting documentation
requested by MDCH or its designee.

3) MDCH uses an edit process within the Medicamhisilgement Information System (MMIS)(Community
Health Automated Medicaid Processing System (CHAMRSprohibit generation of a capitation payment
for enrollees who do not have a valid NFLOCD.

4) MDCH reviews NFLOCD appeal and decision sumasaregularly, provides technical assistance and
training, and initiates corrective actions as neede

5) MDCH policy requires each ICO to use the esshbd NFLOCD process and forms. ICOs have fing li
responsibility for ensuring on a continual baset tiCO Care Coordinators or LTSS Supports Cootdisa
determine enrollees eligible by using this proass MDCH requires them to monitor determinations fo
errors and omissions. MDCH requires the ICOs i@haritten procedures that follow MDCH policy. As
part of the retrospective review process, MDCHt®designee ensures that the ICO uses the NFLOCD
process and instruments described in this waivelicgtion to determine level of care.

b. Methods for Remediation/Fixing Individual Problems

Describe the State’s method for addressing indaliguoblems as they are discovered. Include inftiona
regarding responsible parties and GENERAL methodgrfoblem correction. In addition, provide
information on the methods used by the State tament these items.

During retrospective reviews to validate the LO@n applicant is found to be ineligible for theraing
facility level of care, the ICO must help the eteelfind alternative services in the community. i ltee
enrollee must be disenrolled from the MI Healthk.HICBS waiver and given their appeals rights. MDCH
will recover all Medicaid capitation payments mafilging the period of ineligibility. NFLOCDs resuity
from such retrospective reviews may be appealetidyCO through procedures established by MDCH.
If during the quality assurance review process,\aaiver enrollee is found to not have an eligifilit
redetermination within 12 months of the enrolldast evaluation, the ICO must conduct a level oéca
evaluation within two weeks of notification of fimd), if one has not already been conducted.

During the retrospective review or the quality aasge review process, if any NFLOCDs were incolyect
applied, the ICO must conduct a new NFLOCD witlwo weeks of notification of finding. If the enreé
originally was found ineligible for the waiver pnagn, but the NFLOCD finds the enrollee eligibles th
enrollee must be enrolled with the program as ssopossible. If the NFLOCD was done incorrectly but
eligibility does not change, the ICO must ensuretlaer NFLOC is conducted by the assessing entity.

If during the quality assurance review, any levietare determinations are found to be conducted by
someone unqualified, the ICO must conduct a new®IED by someone who is a qualified evaluator. If a
new NFLOCD is performed by a qualified evaluatod an enrollee is found to be ineligible for MI Hibal
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Link HCBS, MDCH shall disenroll the enrollee frolretwaiver, offer them appeal rights, and recover al
Medicaid capitation payments made during the peofadeligibility. MDCH will pay ICOs the correct
capitation payment if the individual is still elidé for other physical health services offered tigto Ml
Health Link.

Immediately after completing the quality assuraregéew, MDCH conducts on-site exit interviews wikte
ICO staff. During these exit interviews, the ICQpievided with a report of all non-evident findingisd a
listing of any findings that require immediate retiadion. The immediate remediation is typically dui¢hin
two weeks. MDCH also compiles quality assurancéerevindings into reports that are sent to the ICO.
When these reports indicate a need for correctitiers the ICO has 30 days to respond with a ctiuec
action plan.

Corrective action plans should demonstrate thalGla®has:

1. Analyzed all non-evident findings and determipedsible causes;

2. Developed a remediation strategy, including limes, that address and resolve the problems; and
3. Planned ongoing monitoring of remediation atiggi and performance.

ICOs are required to provide evidence of their réiaiton strategy by submitting documentation to MDC
This documentation might include training materiaévised policies and procedures, information fisiaff
meetings or case record documentation to supperdirective action plan. MDCH reviews, then either
approves the corrective action plan and documenmtati works with ICO staff to amend the plan to tnee
MDCH requirements. MDCH monitors the implementatifreach corrective action plan item to assure the
ICO meets established timelines for implementingedive action.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysisificluding trend identification)

| Frequency of data aggregation and analysi
[ (check each that applies):

[

Responsible Partycheck each that applies

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

ICOs

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does not have all elements of tlait@improvement Strategy in place, provide timek to design
methods for discovery and remediation related ¢catksurance of Level of Care that are currentlyoparational.

No

Yes

Please provide a detailed strategy for assuringlLefvCare, the specific timeline for implementidegntified
strategies, and the parties responsible for itsatios.

MDCH will continue to work to determine final pragses and procedures for specific timeframes fonwhe
discover, remediation, and corrective action mestémpleted by ICOs. This will be completed ptmr
January 1, 2015. MDCH will either submit this infaation to CMS prior to approval of the waiver, or a
amendment to the approved waiver will be submittetthe timeframe arranged by MDCH and CMS.
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Appendix B: Participant Access and Eligibility
B-7: Freedom of Choice

Freedom of Choice As provided in 42 CFR 8441.302(d), when an indigids determined to be likely to require a level o
care for this waiver, the individual or his or hiegal representativ is:

i. informed of any feasible alternatives under thewsg and
ii. given the choice of either institutional or homel communit-based service

a. Procedures Specify the State's procedures for informing bligindividuals (or their legal representativesjtaf
feasible alternatives available under the waiver a@towing these individuals to choose either ingtonal or waiver
services. ldentify the form(s) that are employeddoument freedom of choice. The form or formsaaailable to
CMS upon request through the Medicaid agency ooffeatiniagency (if applicable

Any individual applying for Medicaid long term sumts and services (LTSS, including nursing facisigyvices, M
Choice, MI Health Link HCBS or PACE must meet fuanal eligibility through the Michigan Medicaid Nsing
Facility Level of Care. Once an applicant has digalifor services under the nursing facility leweélcare criteria,
the applicant must be informed of benefit optiond alect, inwriting, to receive services in a specific progrdrhis
election must take place before initiating Mediclidded LTSS in the specified program.

Upon meeting the nursing facility level of careg ipplicant or legal representative, must be inéafof the
following available services. Services availabl@icommunity setting include MI Health Link HCBS) Ehoice,
PACE, Home Health, State Plan Personal Care Sepvicenursing facility institutional care.

If applicants are interested in community-basee dawt currently reside in a nursing facility, tiesing facility
must provide appropriate referral information amniified in the Access Guidelines to Medicaid Sesifor
Persons with Long Term Care Needs. The guidelireswaailable on the MDCH website at
www.michigan.gov/mdch. Applicants who prefer a coamity long term care option, but are admitted toussing
facility because of unavailable capacity or oth@msiderations, must also have an active dischdegedmcumented
for at least the first year of care.

Applicants must indicate their choice of progranwiiting by signing the freedom of choice (FOC)rforA
completed copy of this form must be retained ingpplicant's case record for ten years. The FO@ faustalso b
witnessed by an applicant’s representative wheiladla. MDCH ensures that ICOs inform participatfitat have a
right to choose LTSS through the retrospectiveewnof NFLOCDSsS, which is conducted through a peeiere
organization under contract with the State. The peéew organization and qualified reviewers wettat ICOs
have signed FOC forms in the enrollee’s recordiatihg that choice has been offered and discussed.

Applicants or their legal representative are rezplito sign and date the MI Health Link HCBS Appiica Form,
indicating they have chosen to participate in tHeHdalth Link HCBS waiver and have been offeredhaice of
services and providers. The ICO must submit tigisesl form to MDCH along with the rest of the regdl
documents for the MI Health Link HCIE application

b. Maintenance of Forms Per 45 CFR §92.42, written copies or electroryoatrievable facsimiles of Freedom of
Choice forms are maintained for a minimum of thyears. Specify the locations where copies of tli@sas are
maintainec

The FOC form must be signed and dated by the appglgeeking services or their legal representaitieicate the
participant's preference for Ml Health Link HCB®ntpleted according to established policies andgrtores, and
must be maintained in the applicant's case reddited CO.

Applicants or their legal representative are rezplito sign and date the MI Health Link HCBS Apgiica Form,
indicating they have chosen to participate in tHeHdalth Link HCBS waiver and have been offeredhaice of
services and providers. The ICO must submit tigisesl form to MDCH along with the rest of the regdi
documents for the MI Health Link HCBS applicatiol©Os are required to keep this form in the applisa

file. MDCH also retains the signed form along wiitle applicatio packet
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Appendix B: Participant Access ant Eligibility
B-8: Access to Services by Limited Englis Proficiency Person:

Access to Services | Limited English Proficient Persons Specify the methods that the State uses to prowikningful
access to the waiver by Limited English Proficipatsons in accordance witthe Department of Health and Human Serv
"Guidance to Federal Financial Assistance Recipi®&garding Title VI Prohibition Against Natior@figin Discriminatior
Affecting Limited English Proficient Persor (68 FR 4731’ Augus 8, 2003)

ICOs are required to provide information in a crdily sensitive manner to all applicants and eeesdl Depending on the
local community and the 5% langauge translatiomiregnent, brochures may be provided in non-Endésiguages. Oral
translation services are available to all ' request then

Appendix C: Participant Services
C-1. Summary of Services Covere(1 of 2)

a. Waiver Services Summary List the services that are furnished under the @i the following table. If case
management is not a service under the waiver, cet@jitems -1-b anc C-1-c:

Service Type Service
Statutory Service Adult Day Program
Statutory Service Respite
Extended State Plan Service Adaptive Medical Equipm and Supplies
Supports for Participant Direction Fiscal Intermediary
Other Service Assistive Technology
Other Service Chore Services
Other Service Community Transition Services
Other Service Environmental Modifications
Other Service Expanded Community Living Supports
Other Service Home Delivered Meals
Other Service Non-Medical Transportation
Other Service Personal Emergency Response System
Other Service Preventive Nursing Services
Other Service Private Duty Nursing

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceberspecification are readily available to CMS upenuest
through the Medicaid agency or the operating agé¢ifi@pplicable).
Service Type:

Statutory Service
Service!
Adult Day Health

Alternate Service Title (if any):
Adult Day Prograr

HCBS Taxonomy:

Category 1: Sub-Category 1.

04 Day Services 04050 adult day health
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Category 2: Sub-Category 2;
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

Service Definition (Scope)

Adult Day Program services are furnished four orertmurs per day on a regularly scheduled bagigrfe or
more days per week, or as specified in the seplie, in a non-institutional, community-based sefti
encompassing both health and social services ndedgtsure the optimal functioning of the enrollgeals
provided as part of these services shall not cionsta “full nutritional regimen,” i.e., three megler day.
Physical, occupational and speech therapies méyrbished as component parts of this service.

Transportation between the enrollee’s residencelamédult Day Program center is provided whes # i
standard component of the service. Not all Aduly Paogram centers offer transportation to and ftoeir
location. Adult Day Program centers that do offansportation may only offer it in a specified ar&ghen the
Adult Day Program Center offers transportatioris & component part of the Adult Day Progrsenvice. If thi
center does not offer transportation, then the I@@gld pay for the transportation to and from theuk Day
Progran center separately through MI Health Lir-waiver funds

Specify applicable (if any) limits on the amount,fiequency, or duration of this service:

Enrollees cannot receive Community Living Support&xpanded Community Living Supports during the 1
spent at the Adult Day Program facility. PaymemtAdult Day Program includes all services providétdle
at the facility.

Adult Day Program should only be authorized if #meollee meets at least one of the following deter

- Requires regular supervision to live in his or b@n home or the home of a relative

- If he or she has a caregiver, the enrollee maggtire a substitute caregiver whiiis or her regular caregivel
unavailable

- Has difficulty or is unable to perform activitie§daily living without assistance

- Capable of leaving his or her residence withsagsce to receive services

- In need of intervention in the form of enrichmant opportunities for social activities to prevantl/or
postpon deterioration that may lead to institutionaliza

Service Delivery Method (check each that applie:

Participant-directed as specified in Appendix E
Provider managec

Specify whether the service may k provided by (check each th applies:

Legally Responsible Persa
Relative
Legal Guardian

Provider Specifications

Provider Category Provider Type Title

Agency Adult Day Program Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service
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Service Type: Statutory Service
Service Name: Adult Day Program

Provider Category:

Agency

Provider Type:

Adult Day Program Agent

Provider Qualifications
License(specify)

Certificate (specify)

N/A

Other Standard (specify)

1. Each provider shall employ a full-time progreirector with a minimum of a bachelor’s degree
in a health or human services field or be a qulifiealth professional. The provider shall
continually provide support staff at a ratio oflees than one staff person for every ten

enrollees. The provider may only provide healthpgrt services under the supervision of a
registered nurse. If the program acquires eitbguired or optional services from other individuals
or organizations, the provider shall maintain aten agreement that clearly specifies the terms of
the arrangement between the provider and othevitheil or organization.

2. The provider shall require staff to participat@rientation training as specified in the opigt
standards document(s) which will be provided to $C@dditionally, program staff shall have basic
first-aid training. The provider shall requirefta attend in-service training at least twice leac
year. Thiprovider shall design this training specificallyibcrease their knowledge and
understanding of the program and enrollees, aimdpoove their skills at tasks performed in the
provision of service. The provider shall maintegaords that identify the dates of training, topics
covered, and persons attending.

3. If the provider operates its own vehicles fansporting enrollees to and from the program site,
the provider shall meet the following transportatininimum standards:

a. All drivers must be properly licensed, andvahicles registered, by the Michigan Secretary of
State. All vehicles shall be appropriately insured

b. All paid drivers shall be physically capablelanmilling to assist persons requiring help to get i
and out of vehicles. The provider shall make sasdistance available unless expressly prohibited
by either a labor contract or an insurance policy.

c. All paid drivers shall be trained to cope witledical emergencies unless expressly prohibited by
a labor contract.

d. Each agency and transportation entity mushlm®mpliance with Public Act 1 df985 regardin
seat belt usage.

4. Each provider shall have first-aid suppbesilable at the program site. The provider simalke
a staff person knowledgeable in first-aid proceduirgcluding CPR, present at all times when
enrollees are at the program site.

5. Each provider shall post procedures to follovetnergencies (fire, severe weather, etc.) in each
room of the program site. Providers shall conguattice drills of emergency procedures once
every six months. The program shall maintain amgof all practice drills.

. Each day program center shall have the follgvfimnishings:
. At least one straight back or sturdy foldingiclior each enrollee and staff person.
. Lounge chairs or day beds as needed for napeeshperiods.
. Storage space for enrollees' personal belorging
. Tables for both ambulatory and non-ambulatonpkees.
. A telephone accessible to all enrollees.
Special equipment as needed to assist persitinglisabilities.

SO0 TOYO

The provider shall maintain all equipment and fahiigs used during program activities or by
program enrollees in safe and functional condition.

7. Each day program center shall document t is in compliance with
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a. Barrier-free design specification of the Stetdichigan and local building codes.
b. Fire safety standards.
c. Applicable State of Michigan and local publakth codes.
Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to initial delivery of service and annualheteafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceldrspecification are readily available to CMS upenuest
through the Medicaid agency or the operating ag¢if@pplicable).
Service Type:

Statutory Service

Service:

Respite
Alternate Service Title (if any):

HCBS Taxonomy:

Category 1: Sub-Category 1.

09 Caregiver Support 09012 respite, in-home
Category 2. Sub-Category 2:

09 Caregiver Support 09011 respite, out-of-home
Category 3: Sub-Category 3:

Category 4: Sub-Category 4:

Service Definition (Scope)

Respite care services are provided on a short-iatermittent basis to relieve the enrollee’s fanut other
primary caregiver(s) from daily stress and careatgts during times when they are providing unpaid
care. Relief needs of hourly or shift staff woskshould be accommodated by staffing substitutiplas,
adjustments, or location changes and not by respi® Respite is naitended to be provided on a continuc
long-term basis where it is a part of daily sersitigat would enable an unpaid caregiver to workvetere full
time.

Respite services may be provided in the enrollea'se, in the home of another, or in licensed ABokter
Care or Home for the Aged facility.

- Respite does not include the cost of room anddivainstances when the service is provided irethiellee’s
home or in the home of another person. The enraii@g not choose to have respite provided in theehom
another person unless heshe is participating in an arrangement that sugs@t-determinatio
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- Respite may include the cost of room and boatiddfservice is provided in a licensed Adult Fo§&are home
or licensed Home for the Aged.

Specify applicable (if any) limits on the amount,fiequency, or duration of this service:

- Respite services cannot be scheduled on a dalig b

- Respite should be used on an intermittent bagisdvide scheduled relief of informal caregivers

- Respite services shall not be provided by thellse’'s usual caregiver who provides other waiaviges to
the enrollee

Service Delivery Method(check each that applies)

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided bfcheck each that applies)

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Agency Home Care Agency
Individual Individuals chosen by the enrollee who met qualification standards|

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

Agency

Provider Type:

Home Care Agenc

Provider Qualifications
License(specify)
Adult Foster Care: Act 218 of 19" Homes for the Aged: MCL 333.213
Certificate (specify)

Other Standard (specify)
When providing care in the home of the enrollee:

1. The enrollee's records should include a clestimdition of when Respite is provided instead of
Chore Services and Expanded Community Living Sugpor

2. Each direct service provider shall establisitten procedures that govern the assistance diy
staff to enrollees with self-medication. Thesecgdures shall be reviewed by a consulting
pharmacist, physician, or registered nurse and sitilide, at a minimum:

a. The provider staff authorized to assist eneslieith taking their own prescription or over-the-
counter medications and under what conditions sissistance may take place. This mustinclude a
review of the type of medication the enrollee taked its impact upon the enrollee.

b. Verification of prescription medications anéithdosages.

c. Instructions for entering medication informatia participant files.
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d. A clear statement of the enrollees and respditigis of the enrollee's family member(s)
regarding medications taken by the enrollee angbtbeision for informing the enrollee and the
enrollee's family of the provider's procedures eegponsibilities regarding assisted self
administration of medications.

3. Each direct service provider shall employ dgssionally qualified supervisor that is availatie
staff while staff provide respite.

When providing respite in a licensed setting:

1. Each out of home respite service provider rbastither a licensed group home as defined in
MCL 400.701 ff, which includes adult foster carertes and homes for the aged.

2. Each direct service provider shall employ dgssionally qualified program director that dirgctl
supervises program staff.

3. Each direct service provider shall demonstaterking relationship with a hospital or other
health care facility for the provision of emergein®alth care services, as needed. With the
assistance of the enrollee or enrollee's caredier,CO or direct service provider shall determine
an emergency natification plan for each enrollegspant to each visit.

Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to delivery of service and annually thereafte

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Individual | -
Provider Type:
Individuals chosen by the enrollee who n qualification standart
Provider Qualifications
License(specify)
N/A
Certificate (specify)
N/A
Other Standard (specify)
1. The enrollee's records should include a clesdindtion of when Respite is provided instead of
Chore Services and Expanded Community Living Sugpor

2. Family members who provide respite servicestimeet the same standards as providers who
are unrelated to the individual.

3. Providers must be at least 18 years of ages thesability to communicate effectively both
verbally and in writing, and be able to follow ingttions
Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to delivery of service and annui thereafte!
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceldrspecification are readily available to CMS upenuest
through the Medicaid agency or the operating ag€if@pplicable).

Service Type:

Extended State Plan Service

Service Title:

Adaptive Medical Equipment and Supp

HCBS Taxonomy:

Category 1: Sub-Category 1.

14 Equipment, Technology, and Modifications 14031 equipment and technology

Category 2; Sub-Category 2;

14 Equipment, Technology, and Modifications | 14032 supplies

Category 3: Sub-Category 3:

Category 4. Sub-Category 4.

Service Definition (Scope)

Devices, controls, or appliances specified in tlSP that enable enrollees to increase their @silto perform
activities of daily living, or to perceive, contrar communicate with the environment in which tlieg. This
service also includes items necessary for life stppr to address physical conditions along withilary
supplies and equipment necessary to the propetidmireg of such items, and durable and non-duraigeical
equipment and medical supplies not available utideMedicaid state plan and Medicare that are sacg$o
address enrollee functional limitations. All itestsall meet applicable standards of manufacturggdeand
installation. This will also cover the costs ofintanance and upkeep of equipment. The coveraidadies
training the enrollee or caregivers in the operatind/or maintenance of the equipment or the usesopply
when initially purchased.

Some examples (not an exhaustive list) of thesesitwould be shower chairs/benches, lift chairseioilet
seats, reachers, jar openers, transfer seatslift&tioom lifts, swivel discs, bath aids such aad handle
scrubbers, telephone aids, automated telephonegatohes that assist with medication reminders pnutboks
or zipper pulls, modified eating utensils, modifigel hygiene aids, modified grooming tools, hegaads,
sharps containers, exercise items and other théeps, voice output blood pressure monitor, tiotmal
supplements such as Ensure, specialized turnasiotep, mouthstick for TDD, foot massaging unitkiag
timepiece, adaptive eating or drinking device, bbolder, medical alert bracelet, adapted mirroigived
blanket, and back knobber.

It must be documented on the [ICSP or case retatthe item is the most costfective alternative to meetir
the enrollee’s needs.

Items must meet applicable standards of manufaadiesggn, and installation.

There must be documentation on the IICSP or caseddahat théest value in warranty coverage was obta
at the time of purchase.
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Items must be of direct medical or physical bertefihe enrollee.
Items may be purchased directly from retail stohes offer the item to the general public.

Liquid nutritional supplement orders must be rendeeery six months by a physician, physician’sstast, or
nurse practitioner (in accordance with scope ottiza).

This service does not include herbal remediesaoatiticals, or over-the-counter items not apprdyethe
FDA.

Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Items covered by the MI Health Link c-waiver shadlin addition to any medical equipment and supplie
covered under the Michigan Medicaid State Plansdradl exclude those items that are not of direatioa or
remedial benefit to the enrollee.

If this is the only waiver service needed by theo#lee, the ICO should cover this service throuwh Adaptive
Medical Equipment and Supplies Supplemental Semicsugh the MI Health Link 1915(b) waiver and not
through the MI Health Link HCBS waiver.

Service Delivery Method(check each that applies)

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided bfcheck each that applies)

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Agency Enrolled Medicaid or Medicare DME Provider
Agency Retail Store

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Adaptive Medical Equipment and Suppéis

Provider Category:
Agency
Provider Type:
Enrolled Medicaid or Medicare DME Provit
Provider Qualifications
License(specify)
N/A
Certificate (specify)
N/A
Other Standard (specify)
Each direct service provider must enroll in Medicand Medicaid as a Durable Medical
Equipment/POS provider pharmacy, as appropric
Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to initial delivery of service and annu: thereaftel
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Extended State Plan Service
Service Name: Adaptive Medical Equipment and Suppdis

Provider Category:
Agency
Provider Type:
Retail Stor
Provider Qualifications
License(specify)
N/A
Certificate (specify)
N/A
Other Standard (specify)
Items purchased from retail stores must meet thegpfide Medical Equipment and Supplies service
definition. ICOs must be prudent with their pursks.and may have a business account with the
retail store
Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to initial delivery of service and annu: thereaftel

Appendix C: Participant Service:
C-1/C-3: Service Specificatiol

State laws, regulations and policies referenceldrspecification are readily available to CMS upenuest
through th  Medicaid agency or the operating agency (if applieg

Service Type

Supports for Participant Direction
The waiver provides for participant direction of\dees as specified in Appendix E. Indicate whetherwaiver
include: the following supports or other supports for papani direction

Support for Participant Direction:

Financial Management Services

Alternate Service Title (if any):

Fiscal Intermediai

HCBS Taxonomy:

Category 1: Sub-Category 1.
12 Services Supporting Self-Direction 12010 financial management services in support of self
Category 2: Sub-Category 2:
12 Services Supporting Self-Direction 12020 information and assistance in support of self-dire
Category 3. Sub-Category 3:
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Category 4. Sub-Category 4.

Service Definition (Scope)

Fiscal Intermediary (FI) services assist the eamlbr a representative identified in the enr&lésegrated
Care and Supports Plan (IICSP) to live indepengiéntthe community while controlling his/her indilial
budget and choosing the staff to work with him/h&he FI helps the enrollee to manage and distibuids
contained in the individual budget. The enrollsesifunds to purchase home and community baseideserv
authorized in the IICSP.

Fl services include, but are not limited to, theilfeation of the employment of service workersthg enrollee,
including federal, state, and local tax withholdpeyments, unemployment compensation fees, wage
settlements; fiscal accounting; tracking and mamtpenrollee-directed budget expenditures andtifjen
potential over and under expenditures; assuringptiance with documentation requirements related to
management of public funds. The FI helps the &a@ohanage and distribute funds contained in tHivitual
budget. The FI also assists with training the keeandproviders, as necessary, in tasks related to ttiesdol
the F including, but not limited to, billing processesdastocumentatic requirement:

Specify applicable (if any) limits on the amount,fiequency, or duration of this service:

Fiscal Intermediary services are available onlgricllees participating in arrangements that supgmif-
determination. Additionally, Fiscal Intermediamrgices may not be provided by providers of otlevises to
the enrollee, or h or her family or guardiar

Service Delivery Method (check each that applie:

Participant-directed as specified in Appendi E
Provider managec

Specify whether the service may k provided by (check each th applies:

Legally Responsible Persa
Relative
Legal Guardian

Provider Specifications

Provider Category| Provider Type Title

Agency Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Supports for Participant Direction
Service Name: Fiscal Intermediary

Provider Category:

Agency

Provider Type:

Agency

Provider Qualifications
License(specify)

Certificate (specify)

N/A

Other Standard (specify)

Provider must be bonded and insured for an ambantneets or exceeds the total budgetary
amount the fiscal intermediary is responsible fimaistering. The provider must have
demonstrated ability to manage budgets perform all functions of the Fiscal Intermedii
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including all activities related to employment té®a, worker's compensation and state, local and
federal regulations. Fiscal Intermediary servitesst be performed by entities with demonstrated
competence in managing budgets and performing finetions and responsibilities of a fiscal
intermediary. Providers of other covered servioghe enrollee, the family or guardians of the
enrollee may not provide Fiscal Intermediary sesito the enrollee. Fiscal Intermediary service
providers must pass a readiness review and megitaliia sanctioned by the state. Fiscal
intermediaries will comply with all requirements.

Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to initial delivery of services and annuaihereafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceberspecification are readily available to CMS upenuest
through the Medicaid agency or the operating agé¢ifi@pplicable).

Service Type:

Other Service :

As provided in 42 CFR 8440.180(b)(9), the Stateiests the authority to provide the following adutitl
service not specified in statt

Service Title:

Assistive Technoloc

HCBS Taxonomy:

Category 1: Sub-Category 1.

14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations

Category 2. Sub-Category 2:

14 Equipment, Technology, and Modifications 14031 equipment and technology

Category 3: Sub-Category 3:

Category 4. Sub-Category 4.

Service Definition (Scope)

This includes technology items used to increaséntaia, or improve an enrollee’s functioning andmpote
independence. The service may include assistingrihalee in the selection, design, purchase, |Jease
acquisition, application, or use of the technoldgyn. This service also includes vehicle modificati to the
vehicle that is the enrollee's primary method ahsportation. This service includes repairs anaditeaance of
assistive technology devices. Vehicle modificationsst be of direct medical or remedial benefitteenrollee
and specified under the IICSP.

Some examples include, but are not limited to, liftsy hand controls, computerized voice system,

communication boards, voice activated door locksygr door mechanisms, adaptive or specialized
communication devices, assist dialing device, adaptive door opener, specialidathaor intercon
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Specify applicable (if any) limits on the amount, fequency, or duration of this service:

- Items like cell phones, internet service, fulh®wiring systems would be excluded from this bienef
- This does not include paying for or leasing vigsgcvehicle insurance and vehicle repairs.

- It must be documented that the item is the most-effective alternative to meeting the enrolleesds.
- ltems must meet applicable standards of manufactiesign, and installation.

- There must be documentation that the best valuweairanty coverage was obtained at the time afhase.
- Iltems must be of direct medical or physical bérefthe enrollee.

- As applicable, items may be purchased directynfretail stores that offer the item to the genptdilic.
- $15,000 maximum for van lifts, including tie dosyrior the duration of the 5-year waiver period.

- $5000 yearly (waiver year) maximum for all otlassistive technology devices

- Modifications will only be made to vehicles witinoper insurance coverage, with the exception of ne
vehicles coming directly from an automotive facttmythe entity performing the modification.

Service Delivery Method(check each that applies)

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided bfcheck each that applies)

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency Enrolled Medicaid or Medicare DME Provider
Agency Retailers

Individual Other Contracted or Subcontracted Provider

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Assistive Technology

Provider Category:
Agency
Provider Type:
Enrolled Medicaid or Medicare DME Provit
Provider Qualifications
License(specify)
N/A

Certificate (specify)
N/A
Other Standard (specify)
Each direct service provider must enroll in Medécand Medicaid as a Durable Medical
Equipment/POS provider pharmacy, as appropric
Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to initial delivery of service and annu: thereaftel
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Assistive Technology

Provider Category:
Agency
Provider Type:
Retailer:
Provider Qualifications
License(specify)
N/A
Certificate (specify)
N/A
Other Standard (specify)
Items purchased from retail stores must meet tlsisfige Technology service definition. ICOs
must b prudent with their purchases and may have a busex@ount wit the retail store
Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to initial delivery of service and annui thereaftel

Appendix C: Participant Services
C-1/C-3: Provider Specifications foi Service

Service Type: Other Service
Service Name:Assistive Technolog

Provider Category:
Individual | -
Provider Type:
Other Contracted or Subcontracted Pro\
Provider Qualifications
License(specify)

Certificate (specify)
N/A
Other Standard (specify)
The contracted/subcontracted providers must haiteewipolicies and procedures compatible with
requirements as specified in the contract betweBx€M and the ICOs. Contracted/subcontracted
providers must have any appropriate state licensucertification required to complete or provide
the service or iten
Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to initial delivery of service and annui thereaftel
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceldrspecification are readily available to CMS upenuest
through the Medicaid agency or the operating ag€if@pplicable).

Service Type:

Other Service :

As provided in 42 CFR §440.180(b)(9), the Stateiests the authority to provide the following adutitl
service not specified in statt

Service Title:

Chore Service

HCBS Taxonomy:

Category 1: Sub-Category 1.
08 Home-Based Services 08060 chore
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4. Sub-Category 4.

Service Definition (Scope)

Services needed to maintain the home in a cleaitasg and safe environment to provide safe acresde
the home and yard maintenance and snow plowingagige access to and egress outside of the horhis. T
service includes tasks such as heavy househol@slfaashing floors, windows, and walls), tackingsle rugs
and tiles, moving heavy items of furniture, mowingking, and cleaning hazardous debris such anfall
branches and trees. May include materials andsdipge supplies used to complete chore tasks.

Pest control suppliers must be properly licensed.

Chore services are allowed only in cases when eritie enrollee nor anyone else in the househadgable
of performing or financially paying for them, andhere no other relative, caregiver, landlord, comityusr
volunteer agency, or third party payer is capableoresponsible for, their provision. In the cadeental
property, the responsibility of the landlord, puastito the lease agreement, will be examined poiany

authorization of servic
Specify applicable (if any) limits on the amoun frequency, or duration of this service

Service Delivery Method(check each that applie:

Participant-directed as specified in Appendi E
Provider managec

Specify whether the service may k provided by (check each th applies:
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Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Agency Contracted or subcontracted provider other tkan an individual chosen by the enrollef
Individual Individuals chosen by the enrollee

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Chore Services

Provider Category:
Agency
Provider Type:
Contracted or subcontracted provider other thi individual chosen by the enroll
Provider Qualifications
License(specify)

Certificate (specify)

N/A

Other Standard (specify)

1. Only properly licensed suppliers may providstm®ntrol services. Contracted/subcontracted
providers must have any appropriate state licensucertification required to complete or provide
the service or item.

2. Each ICO must develop working relationshipstite Home Repair and Weatherization service
providers, as available, in their program areanuee effective coordination of efforts.

3. Ability to communicate effective both verbally and in writing as well as to foll instructions
Verification of Provider Qualifications

Entity Responsible for Verification:

ICO

Frequency of Verification:

Prior to initial delivery of service and annu: thereaftel

Appendix C: Participant Services
C-1/C-3: Provider Specifications fol Service

Service Type:Other Service
Service Name: Chore Services

Provider Category:

Individual | -

Provider Type:

Individuals chosen by the enrol

Provider Qualifications
License(specify)

Certificate (specify)

N/A
Other Standard (specify)
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1. Providers must be at least 18 years of ages tievability to communicate effectively both oyall
and in writing and follow instructions, be ablepi@vent transmission of communicable disease (as
applicable for job duties), and be in good standiit the law as validated by a criminal history
review conducted by the ICO.

2. Previous relevant experience and training tettdDCH operating standards.

3. Must be deemed capable of performing the reduisks by the ICO.
Verification of Provider Qualifications

Entity Responsible for Verification:

ICO

Frequency of Verification:

Prior to initial delivery of service and annualhetafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceberspecification are readily available to CMS upenuest
through the Medicaid agency or the operating agé¢ifi@pplicable).

Service Type:

Other Service -

As provided in 42 CFR 8440.180(b)(9), the Stateiests the authority to provide the following adutitl
service not specified in statt

Service Title:

Community Transition Servic

HCBS Taxonomy:

Category 1: Sub-Category 1.
16 Community Transition Services 16010 community transition services
Category 2: Sub-Category 2:
Category 3. Sub-Category 3:
Category 4. Sub-Category 4.

Service Definition (Scope)

This service includes non-reoccurring expensesiioollees transitioning from a nursing facilityanother
residence where the enrollee is responsible foohiger own living arrangement. Allowable trarwiticosts
include the following:

- Housing or security deposits; A one-time expansgecure housing or obtain a lease.

- Utility hook-ups and deposits: A one-time expetsinitiate and secure utilities (television antgrnet are
excluded).

- Furniture, appliances, and moving expenses: tDme-expenses necessary to occupy and safely nesale
community residence (diversion or recreational deviare excluded).

- Cleaning: A on-time cleaning expense assure a clean environment, including pest eraditatllerger
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control, and over-all cleaning.

- Coordination and support services: To facilitaéasitioning of enrollee to a community setting.

- Other: Services deemed necessary and documwitted the enrollee's plan of service to accomptish
transition into a community setting. Costs for Goumity Transition Services are billable upon enmaht into
the MI Health Link HCBS waiver.

Specify applicable (if any) limits on the amount,fiequency, or duration of this service:

- Excludes ongoing monthly rental or mortgage espenegular utility charges, or items that areridesl for
purely diversional or recreational purposes

- If home modifications are needed, only those Whie immediately necessary for community transisiball
be authorized as Community Transition Serviceshe@tise, they should be provided as an environrhenta
modification.

- Community Transition Services shall begin no mhian six months prior to expected discharge from a
nursing facility

- Within 15 days of the date of transition to tleerenunity, all Community Transition Services iterhesld be
identified and documented in the transition plan

- The timeframes associated with this service nagtiended in unique circumstances that requiréiadal
support and coordination efforts

If this is the only waiver service needed by theo#lee, the ICO should cover this service througgh t
Community Transitions Services under Supplemergati€e through the MI Health Link 1915(b) waiverdan
not through the MI Health Link HCBS waiver.

Service Delivery Method(check each that applies)

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided bfcheck each that applies)

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Agency Retail Store
Agency Contracted Provider Other Than Retail Storg

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Community Transition Services

Provider Category:

Agency

Provider Type:

Retail Stor

Provider Qualifications
License(specify)

Certificate (specify)

N/A

Other Standard (specify)

Items purchased from retail stores must meet thar@anity Transition Services definition. ICOs

must b prudent with their purchases and may have a busex@ount wit the retail store
Verification of Provider Qualifications

Entity Responsible for Verification:
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ICO
Frequency of Verification:
Prior to delivery of services and annually thereaft

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Community Transition Services

Provider Category:
Agency
Provider Type:
Contracted Provider Other Than Retail S
Provider Qualifications
License(specify)
N/A
Certificate (specify)
N/A
Other Standard (specify)
The contracted providers must have written polieied procedures compatible with requiremen
specified in the contract between MDCH and the IQ@mtracted/subcontracted providers must
have any appropriate state licensure or certificatequired to complete or provide the service or
item.
Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to delivery of services and annu thereaftel

Appendix C: Participant Service:
C-1/C-3: Service Specificatiol

State laws, regulations and policies referencdberspecification are readily available to CMS upequest
through th Medicaid agency or the operating agency (if applieg

Service Type

Other Service

As provided in 42 CFR 8440.180(b)(9), the Stateiests the authority to provide the following adatitl
service not specified in statt

Service Title:

Environmental Modificatior

HCBS Taxonomy:

Category 1: Sub-Category 1:

14 Equipment, Technology, and Modifications 14020 home and/or vehicle accessibility adaptations

Category 2. Sub-Category 2:
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Category 3: Sub-Category 3:

Category 4. Sub-Category 4.

Service Definition (Scope)

Physical adaptations to the home, required by tinellee’s service plan, that are necessary to erthigr health
and welfare of the enrollee or that enable thelkado function with greater independence in thenh. Such
adaptations include the installation of ramps arad dpars, widening of doorways, modification offivabm
facilities, or installation of specialized electend plumbing systems that are necessary to accdatmthe
medical equipment and supplies necessary for thiameef the enrollee. Complex kitchen and bathmoo
modifications may be competed if medically neces$arthe enrollee. Environmental modifications #énose
which are installed in the residence versus enlthagaipment or assistive technology which are fgtirom
residence to residen

Specify applicable (if any) limits on the amoun frequency, or duration of this service

- The modification/adaptation must be the most-edfgictive and reasonable alternative.

- Ml Health Link HCBS waiver funds shall not be dder upgrades to the home or for additions to h®me
(adding square footage, etc.). Ml Health Link HOB&ver funds shall only be used to modify existapgces
or structures.

- The modification/adaptation must be for a primaagidence, but may include additional residenabgest to
prior authorization by the ICO. Examples of additibresidences might be a family member's cottadgleeo
enrollee's second home or cottage so the individaralgo there and be with family.

- ICOs may use MI Health Link HCBS waiver funds Falbor costs and to purchase materials used to letenp
the modification to prevent or remedy a safety héhza he direct service provider shall provide ¢oyglipment
or tools needed to perform the tasks unless ansthere can provide the equipment or tools at @taest or
free of charge and the provider agrees to use tioote

- This service does not include modifications tataéproperties if the rental agreement statesitliathe
responsibility of the landlord to provide such nfaditions.

- Prior to the start of the modification of a rdrdeoperty or unit, the landlord must approve thedification
plan. A written agreement between the landlord pgarticipant, and the ICO must specify that th@ khd
participant are not responsible for any costs store the property to the original condition.

- Modifications must comply with local building cesl

- Repairs, modifications, or adaptations shallb®performed on a condemned structure.

- As applicable, ICOs should explore and utilizeestfunding sources prior to using c-waiver funaisthe
modifications.

- Excluded are those adaptations or improvemerttsettiome that:

o Are of general utility;

o Are considered to be standard housing atitigs of the enrollee or homeowner; and

o Are not of direct medical or remedial betief the enrollee. For example, kitchen modificas must be
required for the enrollee to prepare his or her aveals.

o Examples of exclusions include, but arelinuited to, carpeting, roof repair, sidewalks vatvays,
heating, central air conditioning (unless it is thest cost effective and reasonable alternatiegages, raised
garage doors, storage and organizers, hot tubsipabi tubs, swimming pools, landscaping and gdriesme
repairs.

- Environmental adaptations shall exclude costsnfirovements exclusively required to meet localding
codes and not directly related to an enrollee’sioaar physical condition.

- The infrastructure of the home involved in thaded adaptations (e.g., electrical system, plumbimdj or
septic, foundation, heating and cooling, smokedaletesystems, or roof) must be in compliance witl a
applicable local codes.

- Environmental adaptations required to supporperdunctioning of medical equipment, such as eleait
upgrades, are limited to the requirements for epfration of the specified equipment and are rtetifed to
correct existing code violations in an enrolleedsrte.

- The existin(structure must have the capability to accept apgpau the propose changes
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- The waiver does not cover general constructictscim a new home or additions to a home purchaftedthe
enrollee is enrolled in the waiver. If an enrol@ehe enrollee’s family purchases or builds a hevhéde
receiving waiver services, it is the enrollee’damily’s responsibility to assure the home will rhbasic needs,
such as having a ground floor bath or bedroomeifethrollee has mobility limitations. However, waifiends
may be authorized to assist with the adaptatiotsdabove (e.g. ramps, grab bars, widening doorways
bathroom modifications, etc.) for a home recentlychased.

- If modifications are needed to a home under canbn that require special adaptation to the |féag. roll-in
shower), the waiver may be used to fund the diffeeebetween the standard fixture and the modi6ioati
required to accommodate the enrollee’s need.

- A ramp or lift will be covered for only one exi@r door or other entrance.
Service Delivery Method(check each that applies)

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided bfcheck each that applies)

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Agency Contracted Provider, Licensed Building Contrators
Individual Contracted Provider, Licensed Building Contractors

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Environmental Modifications

Provider Category:
Agency
Provider Type:
Contracted Provider, Licensed Build Contractor
Provider Qualifications
License(specify)
MCL 339.601(1), MCL 339.601.2401, M(339.601.2403(:
Certificate (specify)
N/A
Other Standard (specify)

Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to execution of contre
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C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Environmental Modifications

Provider Category:
Individual | -
Provider Type:
Contracted Provider, Licensed Build Contractor
Provider Qualifications
License(specify)
MCL 339.601(1), MCL 339.601.2401, M(339.601.2403(:
Certificate (specify)
N/A
Other Standard (specify)

Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to execution of contra

Appendix C: Participant Service:

C-1/C-3: Service Specificatiol

State laws, regulations and policies referenceberspecification are readily available to CMS upequest

through th Medicaid agency or the operating agency (if appliek
Service Type
Other Service

As provided in 42 CFR 8440.180(b)(9), the Stateiests the authority to provide the following adatitl

service not specified in statt
Service Title:
Expanded Community Living Suppc

HCBS Taxonomy:

Category 1: Sub-Category 1:

08 Home-Based Services 08020 home health aide
Category 2. Sub-Category 2:

08 Home-Based Services 08030 personal care
Category 3: Sub-Category 3:

Service Definitior (Scope)
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To
Category 4: Sub-Category 4.

receive Expanded Community Living Supports (ECleBollees MUST have a need for prompting, cueing,
observing, guiding, teaching, and/or remindingnideipendently complete activities of ddiling (ADLS) such
as eating, bathing, dressing, toileting, other gaashygiene, etc. ECLS does not include handsssistance
for ADLs unless something happens to occur incigleiotthis service. Enrollees may also receive baond
assistance for instrumental activities of dailyriy (IADLs) such as laundry, meal preparation, $fortation,
help with finances, help with medication, shoppiatiending medical appointments, and other houdehasks,
as needed. ECLS also includes prompting, cueindjrgy teaching, observing, reminding, and/or othgwpor
for the enrollee to complete the IADLs independgeiithe or she chooses. ECLS also includes
social/community participation, relationship mamdace, and attendance at medical appointments.

ECLS may be furnished outside the enrollee’s hoiitee enrollee oversees and supervises individusdighers
on an on-going basis when participating in arrangi@sithat support self-determination. This may alstude
transportation to allow people to get out into ¢benmunity when it is incidental to the IICSP.

Members of an enrollee’s family may provide ECLSHhe enrollee. However, ICOs shall not directiyhauize
funds to pay for services furnished to an enrdbg¢hat person’s spouse or legal guardian. Faméynbers
who provide this service must meet the same stdsdes providers who are unrelated to the enrollee.

Providers must be trained to perform each requaekl prior to service delivery. The supervisor trassure
the provider can competently and confidently penf@ach assigned task.

ECLS provided in licensed settings includes onbsthservices and suppatitsit are in addition to and shall
replace usual customary care furnished to residerke licensed setting.

ECLS does not include room and board costs.

When transportation is included as part of ECLS8,I@0O shall not also authorize transportation ssparate
waiver service.

ECLS does not include nursing and skilled theragyises.

ECLS may be provided in addition to Medicaid Sfaten Personal Care Services if the enrollee reghiaeds-
on assistance with some ADLs and/or IADLS, as cedemder the State Plan service, but requires pingp
cueing, guiding, teaching, observing, remindingotbrer support (not hands-on) to complete other ADL
IADLs independently, but to ensure safety, healtid welfare of the enrollee.

Some activities under ECLS may also fall undewnéads in other waiver services. If other waivensces are
used for these activities, this must be clearlyidied in the ICSP and other documentation adiédiunder
the appropriate procedure codes to a duplication of service

Specify applicable (if any) limits on the amount, fequency, or duration of this service:

Expanded Community Living Supports cannot be predith circumstances where they would be a duptioati
of services available under the State Plan or d¢lsesv The distinction must be apparent by uniquesand
units in the approved IICS

Service Delivery Method (check each that applie:

Participant-directed as specified in Appendix E
Provider managec

Specify whether the service may t provided by (check each th applies:

Legally Responsible Persa
Relative
Legal Guardian

Provider Specifications

https://wm+-mmdl.cdsvdc.com/WMS/faces/protected/35/print/Pretastor.js| 10/1/201-



Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201

Provider Category Provider Type Title
Individual Individuals chosen by the enrolleq
Agency Home Care Agency

Appendix C: Participant Services
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C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Expanded Community Living Supports

Provider Category:
Individual | -
Provider Type:
Individuals chosen by the enrol
Provider Qualifications
License(specify)
N/A
Certificate (specify)
N/A
Other Standard (specify)

1. Providers must be at least 18 years of ages hhility to communicate effectively both orally
and in writing and follow instructions, be trainiedfirst aid and cardiopulmonary resuscitation, be
able to prevent transmission of communicable deseasl be in good standing with the law as
validated by a criminal history review. If providjriransportation incidental to this service, the

provider must possess a valid Michigan driver'stise.

2. Individuals providing Expanded Community LiviBgipports must have previous relevant
experience or training and skills in housekeepimysehold management, good health practices,
observation, reporting, recording information, aegorting and identifying abuse and neglect. The
individual(s) must also be trained in the enroke®CSP. Additionally, skills, knowledge, and

experience with food preparation, safe food hagdtirocedures are highly desirable.

3. Previous relevant experience and training tetDCH operating standards. Refer to the ICO

contract for more details.

4. Must birdeemed capable of performing the required task€by
Verification of Provider Qualifications

Entity Responsible for Verification:

ICO

Frequency of Verification:

Prior to initial delivery of services and annu. thereaftel

Appendix C: Participant Services

C-1/C-3: Provider Specifications fol Service

Service Type:Other Service
Service Name:Expanded Community Living Supports

Provider Category:

Agency

Provider Type:

Home Care Agenc

Provider Qualifications
License(specify)

Certificate (specify)

https://wm+-mmdl.cdsvdc.com/WMS/faces/protected/35/print/Pretastor.js|

10/1/201-



Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201 Page74 of 20z

N/A

Other Standard (specify):

1. Providers must be at least 18 years of ages thavability to communicate effectively both oyall
and in writing and follow instructions, be trainiedfirst aid, be trained in universal precautionsl a
blood-born pathogens, and be in good standing théHaw as validated by a criminal history
review.

2. Aregistered nurse licensed to practice nurgirie State shall furnish supervision of Expanded
Community Living Support providers. At the Stawiscretion, other qualified individuals may
supervise Expanded Community Living Supports pressd The direct care worker's supervisor
shall be available to the worker at all times tharker is furnishing Expanded Community Living
Support services.

3. The ICO and/or provider agency must train emctker to properly perform each task required
for each enrollee the worker serves before deligtine service to that enrollee. The supervisor
must assure that each worker can competently amfidently perform every task assigned for each
enrollee served. MDCH strongly recommends eaclkeratelivering Expanded Community Living
Support services complete a certified nursing tmsig training course.

4. Expanded Community Living Support providers rpayform higher-level, non-invasive tasks
such as maintenance of catheters and feeding totyesr dressing changes, and wound care if the
direct care worker has been individually trained anpervised by an RN for each enrollee who
requires such care. The supervising RN must agaale workers confidence and competence in the
performance of each task required.

5. Individuals providing Expanded Community LiviSgipport services must have previous
relevant experience or training and skills in hdwsping, household management, good health
practices, observation, reporting, and recordifigrimation. Additionally, skills, knowledge, and/or
experience with food preparation, safe food hagdfirocedures, and reporting and identifying
abuse and neglect are highly desirable.

Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to initial delivery of services and annuatihereafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceberspecification are readily available to CMS upequest
through the Medicaid agency or the operating agé¢ifi@pplicable).
Service Type:

Other Service

As provided in 42 CFR 8440.180(b)(9), the Stateiests the authority to provide the following adutitl
service not specified in statt

Service Title:

Home Delivered Mea

HCBS Taxonomy:
Category 1: Sub-Category 1.

06 Home Delivered Meals 06010 home delivered meals
Service Definitior (Scope)
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The
Category 2: Sub-Category 2;
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

provision of one to two nutritionally sound meaés play to enrollees who are unable to care for theritional
needs.

This service must include and prioritize healthyalr@hoices that meet any established criteria ustdge or
federal law.

Meal options must meet enrollee preferences iriogldo specific food items, portion size, dietageds, and
cultural and/or religious preferences.

Each provider shall document me served

Specify applicable (if any) limits on the amoun frequency, or duration of this service

Federal regulations prohibit from providing threeats per day to enrollees. Meal service shouldfteeenl in
relation to variable availability of allies or foehcaregivers and changes in the enrollee’s camditi

Meals authorized under this service shall not dtutsta full nutrition regimen.
Meals shall not include dietary supplements.

Limitations on who can get a meal:

- The participant must be unable to obtain foogrepare complete meals.

- The participant does not have an adult livinthatsame residence or in the vicinity that is alé willing to
prepare all meals.

- The participant does not have a paid caregiadrithable and willing to prepare meals for thetipgrant.

- The provider can appropriately meet the particifsaspecial dietary needs and the meals availabldd not
jeopardize th health of the individual.

- The participant must be able to feed himself/élérs

- The participant must agree to be home when nazealslelivered, or contact the program when absisnce
unavoidable

Service Delivery Method(check each that applie:

Participant-directed as specified in Appendi E
Provider managec

Specify whether the service may t provided by (check each th applies:

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency Home Delivered Meals Provide]
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home Delivered Meals

Provider Category:

Agency

Provider Type:

Home Delivered Meals Provic

Provider Qualifications
License(specify)
Health Code Standards (PA 368 of 1¢
Certificate (specify)
N/A
Other Standard (specify)
1. Each Home Delivered Meals provider shall hdaedapacity to provide two meals per day,
which together meet the Dietary Reference Intakédl and recommended dietary allowances
(RDA) as established by the Food and Nutrition Baafrthe Institute of Medicine of the National
Academy of Sciences. Each provider shall have sreeadilable at least five days per week.

2. Each provider shall develop and have availabitten plans for continuing services in
emergency situations such as short term naturastdiss (e.g., snow or ice storms), loss of power,
physical plant malfunctions, etc. The providerlktiain staff and volunteers on procedures to
follow in the event of severe weather or naturabdiers and the county emergency plan.

3. Each provider shall carry product liability imance sufficient to cover its operation.

4. The provider shall deliver food at safe tempees as defined in Home Delivered Meals service
standard:
Verification of Provider Qualifications
Entity Responsible for Verification:
ICO
Frequency of Verification:
Prior to the initial delivery of services € annually thereafte

Appendix C: Participant Service:
C-1/C-3: Service Specificatiol

State laws, regulations and policies referenceldrspecification are readily available to CMS upenuest
through th Medicaid agency or the operating agency (if applie

Service Type

Other Service

As provided in 42 CFR §440.180(b)(9), the Stateiests the authority to provide the following adutitl
service not specified in statt

Service Title:

Non-Medical Transportatic

HCBS Taxonomy:

Category 1: Sub-Category 1:
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15 Non-Medical Transportation 15010 non-medical transportation
Category 2. Sub-Category 2:
Category 3: Sub-Category 3:
Category 4. Sub-Category 4.

Service Definition (Scope)
Service offered to enable enrollees to gain acmessiver and other community services, activiteasj
resources, specified by the Individual IntegratedeGand Supports Plan (IICSP).

Whenever possible, the ICOs shall utilize familgighbors, friends, or community agencies that carige
this service free of charge.

Direct service providers shall be a centrally oigad transportation company or agency.

The following methods can be used for transpontatl) demand/response (door-to-door, curb-to-carbice
on demand), 2) public transit, 3) volunteer, 4) amshb (on demand wheelchair accessible van).

Transportation vehicles must be properly licensatiragistered by the State and must be coverediiadttity
insurance.

As applicable, other funding sources shall beagdiprior to using waiver funds, including Depanttnef
Human Services authorizations for medical transpiorn.

Waiver funds may not be used to purchase or lealsieles for providing transportation services tousa
enrollees.

Waiver funds shall not be used to reimburse caeggi{paid or informal) to run errands for enrolleden the
enrollee does not accompany the driver of the Ve!
Specify applicable (if any) limits on the amoun frequency, or duration of this service

Service Delivery Method (check each that applie:

Participant-directed as specified in Appendi E
Provider managec

Specify whether the service may t provided by (check each th applies:

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications

Provider Category| Provider Type Title

Agency Contracted Provider

Individual Individual
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Non-Medical Transportation

Provider Category:
Agency
Provider Type:
Contracted Provid
Provider Qualifications
License(specify)
Valid Michigan Drive’s Licens
Certificate (specify)
N/A
Other Standard (specify)
1. All drivers must be licensed and all vehiclegistered by the Michigan Secretary of State for
transportation supported by MI Health Link waivenéls. The provider must cover all vehicles
used with liability insurance.

2. All paid drivers for transportation providerggorted entirely or in part by waivkmds shall b
physically capable and willing to assist persompiiteng help to and from and to get in and out of
vehicles. The provider shall offer such assistandess expressly prohibited by either a labor
contract or insurance policy.

3. The provider shall train all paid drivers faarisportation programs supported entirely or it par
by waiver funds to cope with medical emergenciesgss expressly prohibited by a labor contract
or insurance policy.

4. Eaclprovider shall comply with Public Act 1 of 1985 egding seat be usage
Verification of Provider Qualifications

Entity Responsible for Verification:

ICO

Frequency of Verification:

Prior to the initial delivery of services € annually thereafte

Appendix C: Participant Services
C-1/C-3: Provider Specifications fol Service

Service Type: Other Service
Service Name:Non-Medical Transportation

Provider Category:
Individual
Provider Type:
Individual
Provider Qualifications
License(specify)
Valid Michigan Drive’s Licens
Certificate (specify)
N/A
Other Standard (specify)
1. All drivers must be licensed and all vehiclegistered by the Michigan Secretary of State for
transportation supported by MI Health Link waivanfls. The participant or vehicle owner must
cover all vehicles used with automobile insurance.

2. All paid drivers for transportation providers supposeatrely or ir part by waiver funds shall |
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physically capable and willing to assist persomgiieng help to and from and to get in and out of
vehicles.

3. Each provider shall operate in compliance \Ritiblic Act 1 of 1985 regarding seat belt usage.
Verification of Provider Qualifications

Entity Responsible for Verification:

ICO

Frequency of Verification:

Prior to the initial delivery of services and anifyithereafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceldrspecification are readily available to CMS upenuest
through the Medicaid agency or the operating agé¢if@pplicable).
Service Type:

Other Service

As provided in 42 CFR §440.180(b)(9), the Stateiests the authority to provide the following adutitl
service not specified in statt

Service Title:

Personal Emergency Response Sy

HCBS Taxonomy:

Category 1: Sub-Category 1.

14 Equipment, Technology, and Modifications 14010 personal emergency response system (PERS)

Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4. Sub-Category 4.

Service Definition (Scope)

This electronic device enables enrollees to seueiein an emergency. The enrollee may also weartable
“help” button to allow for mobility. The systemé®nnected to the enrollee’s phone and programmeihal
a response center once a “help” button is activated

The Federal Communication Commission must approgetuipment used for the response system. The
equipment must meet UL® safety standards 1637 fipegtadns for Home Health Signaling Equipment.

The provider may offer this service for cellularmobile phones and devices. The device must mdasiry
standards. The enrollee must reside in an areaewthercellular or mobile coverage is reliable. When
enrollee uses the device to signal and otherwisgmaanicate with the PERS provider, the technologyttie
response system must meet all other service st@asdar

The provide will assure at least monthly testing of each PERiBto assure continu functioning
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Specify applicable (if any) limits on the amount, fequency, or duration of this service:
PERS does not cover monthly telephone chargesiassdevith phone service.

PERS is limited to persons who either live alonghbo are left alone for significant periods of time a
routine basis and who could not summon help inmaargency without this device. ICOs may authoriz&BE
units for persons who do not live alone if both wedver enrollee and the person with whom theydesiould
require extensive routine supervision without a BERIt in the home. An example of this is two induals
who live together and both are physically and/aritively unable to assist the other individuathe event of
an emergency.

If this is the only waiver service needed by theo#tee, the ICO should cover this service through Personal
Emergency Response System service under SuppldrBentéces through the Ml Health Link 1915(b) waive
and not through the MI Health Link HCBS waiver.

Service Delivery Method(check each that applies)

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided bfcheck each that applies)

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency Personal Emergency Response System Provigler

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Personal Emergency Response System

Provider Category:
Agency
Provider Type:
Personal Emergency Response System Pr¢
Provider Qualifications
License(specify)
N/A
Certificate (specify)
N/A
Other Standard (specify)
1. The Federal Communication Commission must afptioe equipment used for the response
system. The equipment must meet UL® safety stalsdb837 specifications for Home Health
Signaling Equipment.

2. The provider must staff the response centdr trétined personnel 24 hours per day, 365 days per
year. The response center will provide accommodatfo persons with limited English
proficiency.

3. The response center must maintain the mongarapacity to respond &l incoming emergentc
signals.

4. The response center must have the ability¢e@anultiple signals simultaneously. The

respons center must not disconnect calls for a returnaapiut in a firs call, first serve basi
Verification of Provider Qualifications
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Entity Responsible for Verification:

ICO

Frequency of Verification:

Prior to initial delivery of services and annuatihereafter.

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenceberspecification are readily available to CMS upequest
through the Medicaid agency or the operating agé¢ifi@pplicable).

Service Type:

Other Service :

As provided in 42 CFR 8440.180(b)(9), the Stateiests the authority to provide the following adutitl
service not specified in statt

Service Title:

Preventive Nursing Servic

HCBS Taxonomy:

Category 1: Sub-Category 1.

05 Nursing 05020 skilled nursing
Category 2. Sub-Category 2:
Category 3. Sub-Category 3:
Category 4. Sub-Category 4.

Service Definition (Scope)

Preventive Nursing Services are covered on a pag;intermittent (separated intervals of time)ibdar an
enrollee who generally requires nursing servicestfe management of a chronic illness or physicarder in
the enrollee’s home and are provided by a regidtevese (RN) or a licensed practical nurse (LPNjaurthe
supervision of a RN. Nursing services are for Bees who require more periodic or intermittentsing than
otherwise available for the purpose of preventatiterventions to reduce the occurrence of adveuseomes
for the enrollee such as hospitalizations and ngrfacility admissions. An enrollee using thisvsez must
demonstrate a need for observation and evaluatlaraddition to the observation and evaluationuesing
visit may also include, but is not limited to, omemore nursing services. Observation and evalnaticskin
integrity, blood sugar levels, prescribed rangenofion exercises, and physical status. Additionaking
services include medication set-up, administragind monitoringdressing changes, range of motion assist
and/or monitoring, refresher training to the betiafly and/or caregivers to assure the use of prigobniques
for health-related tasks such as diet, exercisienets, body positioning, taking medications acaaydd
physician’s orders, proper use of medical equipteerforming activities of daily living, or safe &ulation
within the home

Specify applicable (if any) limits on the amoun frequency, or duration of this service

- This service is limited to no more than two hopes visit

- Enrollees receiving Private Duty Nursing servicesrao eligible to receive Preventive Nursing Servi
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- All providers must be licensed in the State oEMgan as a Registered Nurse or Licensed Pradlizede
- This service must not duplicate Home Health S®wi

Service Delivery Method(check each that applies)

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided bfcheck each that applies)

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Individual Licensed Practical Nurse or Registered Nuse
Agency Home Care Agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Preventive Nursing Services

Provider Category:
Individual | -
Provider Type:
Licensed Practical Nurse or Registered N
Provider Qualifications
License(specify)
Nursing MCL 333.17201 ... 333.172
Certificate (specify)
N/A
Other Standard (specify)
1. All nurses providing Preventive Nursing Sersite enrollees must meet licensure requirements
and practice the standards found under MCL 333.1-22®242, and maintain a current State of
Michigan nursing license.

2. Services paid for with waiver funds shall noplicate nor replace other services available
through the Michigan Medicaid state plan or Medicar

3. This service may include medication adminigtrafis defined under the referenced statutes.

4. ltis the responsibility of the LPN to sec the services of an RN to supervise his or her v
Verification of Provider Qualifications

Entity Responsible for Verification:

ICO

Frequency of Verification:

Prior to initial delivery of service and annu: thereafte

Appendix C: Participant Services
C-1/C-3: Provider Specifications fol Service

Service Type: Other Service
Service Name;Preventive Nursing Service
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Provider Category:
Agency
Provider Type:
Home Care Agenc
Provider Qualifications
License(specify)
Nursing MCL 333.172(C-1724:
Certificate (specify)
N/A
Other Standard (specify)
1. All nurses providing nursing services to enmedlenust meet licensure requirements and practice
the standards found under MCL 333.17201-17242 naaidtain a currenbtate of Michigan nursir
license.

2. Each direct service provider must have writtelicpes and procedures compatible with the
operating standards document(s) which will be pteglito ICOs.

3. Services paid for with waiver funds shall nopliitate nor replace other services available
through the Michigan Medicaid state plan or Medicar

4.This service may include medication administraisrdefined und the referenced statut
Verification of Provider Qualifications

Entity Responsible for Verification:

ICO

Frequency of Verification:

Prior to the initial delivery of services ¢ annually thereafte

Appendix C: Participant Service:
C-1/C-3: Service Specificatiol

State laws, regulations and policies referenceberspecification are readily available to CMS upequest
through th  Medicaid agency or the operating agency (if appliek

Service Type

Other Service :

As provided in 42 CFR 8440.180(b)(9), the Stateiests the authority to provide the following adatitl
service not specified in statt

Service Title:

Private Duty Nursin

HCBS Taxonomy:

Category 1: Sub-Category 1.
05 Nursing 05010 private duty nursing
Category 2; Sub-Category 2;
Category 3: Sub-Category 3:

Service Definitior (Scope)
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Category 4: Sub-Category 4.

Private Duty Nursing (PDN) services are skilledsing interventions provided to an enrollee agertd @der
on an individual and continuous basis, up to a mara of 16 hours per day, to meet the enrofidegalth neec
directly related to the enrollee’s physical disipil PDN includes the provision of nursing assesstn
treatment and observation provided by licensedasungthin the scope of the State’s Nurse Practicie A
consistent with physician’s orders and in accordamith the enrollee’s [ICSP.

Medical Criteria | — The enrollee is dependentydait technology-based medical equipment to susifain
"Dependent daily on technology-based medical egaigirmeans:

1. Mechanical rate-dependent ventilation (four @renrhours per day), or assisted rate dependeritatsp
(e.g., some models of Bi-PAP); or

2. Deep oral (past the tonsils) or tracheostomyianing eight or more times in a 24-hour period; or

3. Nasogastric tube feedings or medications wharoval and insertion of the nasogastric tube isireqy
associated with complex medical problems or medregiility; or

4. Total parenteral nutrition delivered via a cehline, associated with complex medical problemsedical
fragility; or

5. Continuous oxygen administration (eight or muoars per day), in combination with a pulse oximeied a
documented need for skilled nursing assessmergjadt, and intervention in the rate of oxygen
administration. This would not be met if oxygenusdiment is done onlgccording to a written protocol with
skilled assessment, judgment or intervention reguiContinuous use of oxygen therapy is a coveredidAid
benefit for beneficiaries age 21 and older whetetkat rest while breathing room air and the oxyggemration
rate is 88 percent or below, or the PO2 level isn®® HG or below.

Medical Criteria Il — Frequent episodes of medinatability within the past three to six monthgjueing
skilled nursing assessments, judgments, or intéiwes(as described in 11l below) as a result stiastantiated
medical condition directly related to the physidalorder.

Definitions:

1. "Frequent" means at least 12 episodes of meidistability related to the progressively debilitgt physical
disorder within the past six months, or at leasegisodes of medical instability related to thegressively
debilitating physical disorder within the past #araonths.

2. "Medical instability” means emergency medicahtment in a hospital emergency room or inpatient
hospitalization related to the underlying progresisi debilitating physical disorder.

3. "Emergency medical treatment" means coveredignsand outpatient services that are furnished by
provider that is qualified to furnish such serviees! are needed to evaluate or stabilize an emeygeadical
condition.

4. "Emergency medical condition" means a medicatlidtmn manifesting itselby acute symptoms of sufficie
severity (including severe pain) such that a prutimperson who possesses an average knowledgematihh
and medicine could reasonably expect the abseniceneédiate medical attention would result in placihe
health of the individual in serious jeopardy, sesiégmpairment to bodily functions, or serious dysftion of
any bodily organ or part.

5. "Directly related to the physical disorder" meam illness, diagnosis, physical impairment, oidsgme that
is likely to continue indefinitely, and resultssignificant functional limitations in 3 or more agties of daily
living.

6. "Substantiated" means documented in the climicatedical record, including the nursing notes.

Medical Criteria Ill — The enrollee requires comtirus skilled nursing care on a daily basis durrgtime
when a licensed nurse is paid to provide services.

Definitions:

1. "Continuous" means at least once every 3 hbuwegighout a 24-hoyeriod, and when delayed interventic
may result in further deterioration of health statn loss of function or death, in acceleratiornhaf chronic
condition, or in a preventable acute episode. Hgaift needs alone do not create the need for skiliesing
services.

2. "Skilled nursing" means assessments, judgmarésyentions, and evaluationsiaferventions requiring th
education, training, and experience of a licensedea Skilled nursing care includes, but is nottkeh to:

a. Performing assessments to determine the basastiog or a need for action, and documentaticsugport
the frequency and scope of those decisions orres;tio

b. Managing mechanical rate-dependent ventilaticassisted rate-dependent respiration (e.g., sooueis of
Bi-PAP) that is required by the enrollee four or muoers per day;
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c. Deep oral (past the tonsils) or tracheostomyiauiag;

d. Injections when there is a regular or predicgtedule, or injections that are required as ti@tson
demands (prn), but at least once per month (ingdministration is not considered a skilled nursing
intervention);

e. Nasogastric tube feedings or medications wheroval and insertion of the nasogastric tube isireqy
associated with complex medical problems or mediedgiility;

f. Total parenteral nutrition delivered via a cahtine and care of the central line;

g. Continuous oxygen administration (eight or mooars per day), in combination with a pulse oximetad a
documented need for adjustments in the rate of exyglministration requiring skilled nursing asse=sis)
judgments and interventions. This would not be fin@tygen adjustment is done only according to atem
protocol with no skilled assessment, judgment tarirention required. Continuous use of oxygen thera a
covered Medicaid benefit for beneficiaries age 2d alder when tested at rest while breathing rooraral the
oxygen saturation rate is 88 percent or belowhemRO2 level is 55 mm HG or below;

h. Monitoring fluid and electrolyte balances whandalances may occur rapidly due to complex medical
problems or medical fragility. Monitoring by a dkill nurse would include maintaining strict intake autput,
monitoring skin for edema or dehydration, and wistgtior cardiac and respiratory signs and symptoms.
Taking routine blood pressure and pulse once p#rtkht does not require any skilled assessmeadgrent or
intervention at least once every three hours duai@g-hour period, as documented in the nursingspetould
not be considered skilled nursing.

Specify applicable (if any) limits on the amount,fiequency, or duration of this service:

To be eligible for PDN services, the ICO must fthd enrollee meets either Medical Criteria | or Mad
Criteria Il, and Medical Criteria Ill (see criter@ove under Service Definition). Regardless oftimbiethe
enrollee meets Medical Criteria | or 1l, the eneellmust also meet Medical Criteria Ill.

Enrollees receiving Preventive Nursing Servicesnateeligible to receive Private Duty Nursing Sees.
PDN may include medication administration accordm@yICL 333.7103(1).
This service must be ordered by a physician, pfeysie assistant, or nurse practitioner.

This service is not intended to be used on a coatibasis for 24 hours, 7 days per week. PDN &nided to
supplement informal support services availablé&enrollee.

Service Delivery Method(check each that applies)

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided bfcheck each that applies)

Legally Responsible Person
Relative
Legal Guardian

Provider Specifications:

Provider Category Provider Type Title
Agency private duty nursing agency, home care agency
Individual Private Duty Nurse (Licensed Practical Nuse or Registered Nurse

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Private Duty Nursing

Provider Category:
Agency
Provider Type:
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private duty nursing agency, home care agency
Provider Qualifications

License(specify):

Nursing MCL 333.17201 ... 333.17242

This service must be provided by either a Regidtdharse (RN) or a Licensed Practical Nurse
(LPN) under the supervision of an RN.

Certificate (specify):

N/A

Other Standard (specify):

1. All nurses providing private duty nursing ta@iees must meet licensure requirements and
practice the standards found under MCL 333.172@427and maintain a current State of
Michigan nursing license.

2. Services paid for with waiver funds shall noplicate nor replace services available through the
Michigan Medicaid state plan or Medicare.

3. This service may include medication adminigiratis defined under the referenced statutes.
Verification of Provider Qualifications

Entity Responsible for Verification:

ICO

Frequency of Verification:

Prior to initial delivery of services and annuathereafter.

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Private Duty Nursing

Provider Category:
Individual | -
Provider Type:
Private Duty Nurse (Licensed Practical Nurs Registered Nurs
Provider Qualifications
License(specify)
Nursing MCL 333.17201 ... 333.172

This service must be provided by either a Regidtdharse (RN) or a Licensed Practical Nurse
(LPN) under the supervision of an F

Certificate (specify)

N/A

Other Standard (specify)

1. All nurses providing Private Duty Nursing tarelfees must meet licensure requirements and
practice the standards found under MCL 333.172@427and maintain a current State of
Michigan nursing license.

2 Services paid for with waiver funds shall not littage nor replace services available through the
Michigan Medicaid state plan or Medicare.

3. This service may include medication adminigiratis defined under the referenced statutes.

4. ltis the responsibility of the LPN to sec the services of an RN to supervise his or her v
Verification of Provider Qualifications

Entity Responsible for Verification:

ICO

Frequency of Verification:

Prior to the initial delivery of services € annually thereafte
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Appendix C: Participant Services
C-1: Summary of Services Covere@ of 2)

b. Provision of Case Management Services to Waiver Pégipants. Indicate how case management is furnished to
waiver participantssglect ong

Not applicable- Case management is not furnished as a distitigitgdo waiver participants.

Applicable - Case management is furnished as a distinct gctviwaiver participants.
Check each that applies:
As a waiver service defined in Appendix C-3Do not complete item C-1-c.

As a Medicaid State plan service under §1915(i) die Act (HCBS as a State Plan Option)Complete
item C-1-c.

As a Medicaid State plal service under 81915(g)(1) of the Act (Targeted Ca Management) Complet
iterr C-1-c.

As an administrative activity. Complete item C-1-c.

c. Delivery of Case Management Service Specify the entity or entities that conduct caseagament functions on
behalf of waiver participant

ICO Care Coordinators will facilitate the care adioation process for the Ml Health Link 1915(b)/Nediver
program.

Responsibilities of the ICO Care Coordinator aréofisws:

- Update the ICBR as needed pertinent to the teember’s role on the ICT

- Review assessment, test results and other petriimermation in the ICBR

- Address transitions of care when a change betwaensettings occur

- Ensure continuity of care and coordinate canesitepns

- Monitor for issues related to quality of care apdlity of life

- Complete the Level | Assessment

- Prepare the IICSP

- Lead the ICT

- If the enrollee is receiving services that reguireeting the Nursing Facility Level of Care staddaassure that
the enrollee continues to meet the criteria orditéons to services that do not require NFLOC stadsl.

- Arrange services as identified in the IICSP

- Update the ICBR with current enrollee status finfation to manage communication and informatiowflo
regarding referrals, transitions, and care delivery

- Monitor service implementation, service outconaas] the enrollee’s satisfaction

- Collaborate with the ICO Care Coordinatoassist the enrollee during transitions between settings, includin
full consideration of all options

- Advocate for the enrollee and support self-adegday the enrollee

The Care Bridge:

The Care Bridge is the care coordination framevforkhe MI Health Link §1915(b)/(c) waiver. Througfe Care
Bridge, the members of the enrollee’s care and atppeam facilitate access to formal and inforegalices and
supports identified in the enrollee’s Individuatdgrated Care and Supports Plan (IISCP) develdpedgh a
person-centered planning process. The Care Brittgedes an electronic Care Coordination platfornicivlwvill
support an Integrated Care Bridge Record to fatdtimely and effective information flow between themmbers c
the care and supports team.

Care coordination services will provide for:

* A person-centered, outcome-based approach, tentsigith the CMS model of care (MOC) and Medicane
Medicaid requirements and guidance.

 The opportunity for the enrollee to choose areangnts that support self-determination.

 Appropriate access and sharing of informatiorroli@es and treating providers will have accesalltthe
information in the Integrated Care Bridge Recof@BR). It is the Enrollee’s right to determine thgpeopriate
involvement of other members of the ICT in accomawith applicable privacy standards.

» Medication review and reconciliation.
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Individual Integrated Care and Supports Plan (IICSP
The IICSP will be completed for all enrollees witli0 calendar days of enrollment. Existing persentered
service plans or plans of care can be incorporatedhe 1ICSP.

Assessment Process:

The assessment process includes three stepstid) 8dreening using specified screening questadribe time of
enrollment; 2) completion of the Level | Assessmesihg an approved tool; and 3) the Level Il Assess for
enrollees identified as having needs related tg term supports and services (LTSS), behaviordtthéaH),
substance use disorders (SUD), or intellectualidg@weental disability (I/DD) services or complex niead needs.
The assessment process must be completed forrallems. Existing assessments and person-centeredes plans
or plans of care can be incorporated into the assest and [ICSP.

Integrated Care Team (ICT):

An ICT will be offered to the enrollee. The ICT Wlilonor the enrollee’s choice about his or her llefe
participation. This choice will be revisited perically by the ICO Care Coordinator as it may chariges 1ICO
Care Coordinator will be the lead of the ICT. Memdép will also include the enrollee and the erm® chosen
allies, primary care physician, and LTSS Suppodsr@inator and/or PIHP Supports Coordinator (asiegige).

Appendix C: Participant Services
C-2: General Service Specificationgl of 3)

a. Criminal History and/or Background Investigations. Specify the State's policies concerning the condfic
criminal history and/or background investigatiofignalividuals who provide waiver services (selecep

No. Criminal history and/or background investigations are not required.

Yes. Criminal history and/or background investigatons are required.

Specify: (a) the types of positions (e.g., pers@saistants, attendants) for which such investigatmust be
conducted; (b) the scope of such investigatiorg,(state, national); and, (c) the process for enguhat
mandatory investigations have been conducted. &iate regulations and policies referenced in daiscription
are available to CMS upon request through the Meadlior the operating agency (if applicable):

ICOs are required to conduct criminal history/backmd investigations on providers. Fingerprintkggound
investigations are required for professional siaensure and also for individuals and providergezed under
Michigan Public Acts 27, 28 and 29 of 2006. Crialihistory/background investigations will also leguired

for compliance with any future policy or legislatio

Each ICO and direct provider of Ml Health Link HCB&iver services must conduct a criminal histomies
through the Michigan State Police for each paidatunteer staff person who will be entering homes o
enrollees. The ICO and direct provider shall condioe reference and criminal history reviews before
authorizing the individual to provide services menrollee's home.

The scope of the investigation is statewide, cotetliby the Michigan State Police.

Both the ICO and MDCH conduct quailty assurancéengs of providers annually to verify that mandatory
criminal history reviews have been conducted in gigaince with operating standards.

b. Abuse Registry ScreeningSpecify whether the State requires the screerfimgoviduals who provide waiver
services through a State-maintained abuse redgsttgct one):

No. The State does not conduct abuse registry sergng.

Yes. The State maintains an abuse registry and reges the screening of individuals through this
registry.

Specify: (a) the entity (entities) responsible fmintaining the abuse registry; (b) the types difmns for
which abuse registry screenings must be conduateti;(c) the process for ensuring that mandatasesings
have been conducted. State laws, regulations dicdgsoreferenced in this description are availabl€MS
upon request through the Medicaid agency or theatipg agency (if applicable):
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Appendix C:

Participant Services

C-2: General Service Specificationg of 3)

c. Services in Facilities Subject to §1616(e) of theo8al Security Act. Select one:

No. Home and community-based services under thisaiver are not provided in facilities subject to

81616(e) of the Act.

Yes. Home and community-based services are providén facilities subject to §1616(e) of the Act.

The standards that apply to each type of facility uere waiver services are provided are available to
CMS upon request through the Medicaid agency or theperating agency (if applicable).

Types of Facilities Subject to §1616(elComplete the following table for each type of fagisubject to
81616(e) of the Act:

Facility Type

Home for the Aged

Adult Foster Care Home

. Larger Facilities: In the case of residential facilities subject t&%8(e) that serve four or more

individuals unrelated to the proprietor, describga home and community character is maintained in
these settings.

The State of Michigan licenses five types of Adwdster Care (AFC) homes that are used. Capacity
limit for Family Homes are 1 - 6; Small Group Honaee 1-12; Medium Group Homes are 7-12; Large
Group Homes are 13-20; and Congregate Homes arer liran 21 residents. Michigan is phasing out
the licensing of Congregate Homes, but existing é®oontinue to operate.

Homes For The Aged (HFA)are supervised personal faailities (other than a hotel, adult foster care
facility, hospital, nursing facility, or county miedl care facility) that provide room, board, and
supervised personal care to unrelated, nontranisidividuals 60 years of age or older. Each HFA is
licensed for a specific number and cannot exceaidcdpacity.

Home-like characteristics are maintained in thetengs supported by the licensing criteria thateha
been established for this purpose. These criteriAFC homes are found in Section 9 of Act No. 380
of the Public Acts of 1965, as amended, and Sedfioand 13 of Act No. 218 of the Public Acts of
1979, as amended. Family Home rules are referameéer MCL rules 400.1401 - 400.1442 and
400.2201 - 400.2261; Small and Medium Group Homesiader MCL 400.1401 - 400.1442 and
400.14101 - 14601; Large Group Homes are under MI@L.15101 - 400.15411; and Congregate
Homes are under MCL 400.2101 - 400.2122, 400.24MD-2475, and 400.2501 - 400.2567. HFA's
are established under Act No. 368 of 1978 as amkrsgetions MCL 333.21301 - 333.21335.

These rules address licensee responsibilitiessiderts' rights, physical environmental specifimadi
and maintenance.

The licensing criteria reflect an attempt to mateg/isg in an AFC much like it would be in a

home. The rules address such issues as oppacetufoti the growth and development of a resident;
participation in everyday living activities (inclum participation in shopping and cooking, as d=ir
involvement in education, employment; developingialoskills; contact with friends and relatives;
participation in community based activities; priyamnd leisure time; religious education and attecda
at religious services; availability of transportatj the right to exercise constitutional rights tight to
send and receive uncensored and unopened maibnaale access to telephone usage for private
communication; the right to have private commundre; participation in activities and community
groups at the individual's own discretion; the tighrefuse treatment services; the right to retta
another living situation; the right to be treateithveonsideration and respect; recognition of peaso
dignity, individuality; the need for privacy; righd access own room at own discretion; protectfoms
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mistreatment; access to health care; opportunitdddy bathing; three regular nutritious mealdyai
the right to be as independent as the individual stachoose; right to a clean and sanitary
environment; adequate personal living space ex@usi common areas; adequate bathroom and
facilities for the number of occupants; standarchbdike furnishings; and the right to make own

decisions.

All AFCs and HFAs have full kitchens, and snackd baverages must be available to all

residents. Michigan requires that residents lmedtl privacy for visitations. If visiting hoursear
established, AFCs and HFAs indicate visiting tirdagng reasonable hours and applicable to all
residents and shall take into consideration theiapeirumstances of each visitor and tweak these
visiting hours as needed to try to accommodatedckdhe of visitors to the extent that it will notusz
occupancy issues. Limitations on visiting time maestwritten in the residency agreement and sigyed b
the enrollee or his or her legal representativeidamtial settings and non-residential settingstmus
comply with the HCBS Final Rule.

Appendix C: Participant Services

C-2: Facility Specifications

Facility Type:

Home for the Aged

Waiver Service(s) Provided in Facility:

Waiver Service

Provided in Facility,

Private Duty Nursing

Fiscal Intermediary

Expanded Community Living Supports

Environmental Modifications

Community Transition Services

Preventive Nursing Services

Personal Emergency Response System

Non-Medical Transportation

Home Delivered Meals

Respite

Assistive Technology

Adult Day Program

Chore Services

Adaptive Medical Equipment and Supplieg

Facility Capacity Limit:

21+

Scope of Facility SandardsFor this facility type, please specify whether 8tate's standards address the
following topics €heck each that appligs
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Standard

Topic Addressed

IAdmission policies

Physical environment

Sanitation

Safety

Staff : resident ratios

Staff training and qualifications

Staff supervision

Resident rights

Medication administration

Use of restrictive interventions

Incident reporting

Provision of or arrangement for necessary healtyices

When facility standards do not address one or moref the topics listed, explain why the standard
is not included or is not relevant to the facilitytype or population. Explain how the health and

welfare of participants is assured in the standardrea(s) not addressed:

Appendix C: Participant Services

C-2: Facility Specifications

Facility Type:
Adult Foster Care Home

Waiver Service(s) Provided in Facility:

Waiver Service Provided in Facility,

Private Duty Nursing

Fiscal Intermediary

Expanded Community Living Supports

Environmental Modifications

Community Transition Services

Preventive Nursing Services

Personal Emergency Response System

Non-Medical Transportation

Home Delivered Meals

Respite

Assistive Technology

Adult Day Program

Chore Services
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Waiver Service Provided in Facility,

Adaptive Medical Equipment and Supplieg

Facility Capacity Limit:
20

Scope of Facility SandardsFor this facility type, please specify whether 8tate's standards address the
following topics €heck each that appligs

Scope of State Facility Standards
Standard Topic Addressed

IAdmission policies

Physical environment

Sanitation

Safety

Staff : resident ratios

Staff training and qualifications

Staff supervision

Resident rights

Medication administration

Use of restrictive interventions

Incident reporting

Provision of or arrangement for necessary healtices

When facility standards do not address one or moref the topics listed, explain why the standard
is not included or is not relevant to the facilitytype or population. Explain how the health and
welfare of participants is assured in the standardrea(s) not addressed:

Appendix C: Participant Services
C-2: General Service Specificationgs of 3)

d. Provision of Personal Care or Similar Services by &gally Responsible IndividualsA legally responsible
individual is any person who has a duty under Stateto care for another person and typically idels: (a) the
parent (biological or adoptive) of a minor childthe guardian of a minor child who must provideedarthe child or
(b) a spouse of a waiver participant. Except aojptéon of the State and under extraordinary cirstamces specified
by the State, payment may not be made to a legedlyonsible individual for the provision of persbecare or similar
services that the legally responsible individualddoordinarily perform or be responsible to perfasmbehalf of a
waiver participantSelect one

' No. The State does not make payment to legally fsnsible individuals for furnishing personal care @
similar services.
Yes. The State makes payment to legally responstbindividuals for furnishing personal care or simibr
services when they are qualified to provide the seices.

Specify: (a) the legally responsible individualsonvhay be paid to furnish such services and thecesthey
may provide; (b) State policies that specify thewinstances when payment may be authorized fqurthédsion
of extraordinary careby a legally responsible individual and how that&tnsures that the provisionsefvices
by a legally responsible individual is in the biesérest of thearticipant; and, (c) the controls that are empidt
to ensure that paymelare made only for services rende Also, specif in Appendix -1/C-3 the persona
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care or similar services for which payment may laelento legally responsible individuals under that&t
policies specified here.

e. Other State Policies Concerning Payment for WaiveBervices Furnished by Relatives/Legal Guardians.
Specify State policies concerning making paymemelatives/legal guardians for the provision of wveatiservices
over and above the policies addressed in Item CSzléct one

The State does not make payment to relatives/legaliardians for furnishing waiver services.

The State makes payment to relatives/legal guardia under specific circumstances and only when the
relative/guardian is qualified to furnish services.

Specify the specific circumstances under which payinis made, the types of relatives/legal guardiarnvghom
payment may be made, and the services for whiclpaymay be made. Specify the controls that ardmrag
to ensure that payments are made only for servezederedAlso, specify in Appendix C-1/C-3 each waiver
service for which payment may be made to relatiegal guardians.

Relatives who are not legally or financially resgitte for the enrollee may be paid for serciceslesed if
they meet provider qualifications indicated in thigiver application.

Relatives/legal guardians may be paid for providig waiver services whenever the relative/legal guaiah
is qualified to provide services as specified in Agendix C-1/C-3.

Specify the controls that are employed to ensuaeghyments are made only for services rendered.

Other policy.
Specify:

f. Open Enrollment of Providers. Specify the processes that are employed to a#isatrall willing and qualified
providers have the opportunity to enroll as wasenvice providers as provided in 42 CFR 8§431.51:

ICOs are responsible for securing qualified serpiceviders to deliver services. Eligible providgplicants
include public, private non-profit, or for-profitganizations that provide services meeting estadtiservice
standards, certifications and licensure requirement

The ICOs mail service provider application packagegsotential service providers as requested. iBepapplicants
complete and submit agreement and assurance forthe tCO. The ICO reviews all applicant requésts
determine that providers are qualified to providguested waiver service(s) prior to the provisibsesvices and
supports. There are no limits on the number ofifigid service providers with which an ICO or subht@ctor
agency may contract, if all the standards, cediftms and licensure requirements have been met.

After service provider qualifications are reviewatt verified by the ICO, the ICO enrolls the prarids a
Medicaid provider using a contractual agreementthedMedicaid Provider Enrollment agreement. Thealigieid
agency delegates the ICO to maintain signed ancléa@ contractual agreements on file.

MDCH reviews new provider bid packets, contractimgcesses, provider monitoring, provider netwosksliand

policies and procedures related to providers toenthat sufficient and qualified providers areikde to serve
participants.
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Appendix C: Participant Services
Quality Improvement: Qualified Providers

As a distinct component of - State’s quality improvement strategy, provide fimfation in the following fields to detail the
Stat¢'s methods for discovery and remediat

a. Methods for Discovery: Qualifiec Providers

The state demonstrates that it has designed andémgnted an adequate system for assuring that allwer
services are provided by qualified providers.

i. Sub-Assurances

a. Suk-Assurance: The Sta verifies that providers initially and continually eet required licensut
and/or certification standards and adhere to oth&andards prior to their furnishing waiver
services.

Performance Measure

For each performance measure the State will usssess compliance with the statutory assurance,
complete the followin Where possible, include numerator/denomini

For each performance measure, provide informatinrih®e aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is @edlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and hesemmendations are formulated, where
appropriate

Performance Measure:

Number and percent of new waiver service provider pplications that meet initial
licensure/certification standards in accordance wh state law prior to the
provision of waiver services. Numerator: Number ohew waiver service provider
applications that meet initial licensure/certificaion standards prior to the
provision of waiver services. Denominator: Number bnew providers.

Data Source(Select one):

Other

If 'Other' is selected, specify:

Online database or Michigan's Community Health Autanated Processing
System (CHAMPS) or on-site record reviews

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually

https://wm+-mmdl.cdsvdc.com/WMS/faces/protected/35/print/Pretastor.js|

10/1/201-



Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201 Page9t of 20z

Specify: Stratified
ICOs Describe
Group:

Continuously and

Ongoing Other
Specify:

Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and

aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of providers continuing to meeapplicable licensure &
certification standards in accordance with state la following initial enroliment.
Numerator: Number of providers continuing to meet gplicable licensure &
certification standards following initial enroliment. Denominator: All providers.

Data Source(Select one):

Other

If 'Other' is selected, specify:

Online database OR Michigan's Community Health Autanated Processing
System (CHAMPS) system OR on-site record reviews

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies
collection/generation (check each that applieq):

(check each that applieq):

~—

Weekly 100% Review
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State Medicaid

Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and

Ongoing Other
Specify:

Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data

that applies):

Frequency of data aggregation and

aggregation and analysigcheck each| analysigcheck each that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:
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b. Sub-Assurance: The State monitors non-licensed/neertified providers to assure adherence to
waiver requirements.

For each performance measure the State will usessess compliance with the statutory assurance,
complete the following. Where possible, include enattor/denominator.

For each performance measure, provide informatinriiie aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is @edlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and ®esemmendations are formulated, where
appropriate.

Performance Measure:

Number and percent of non-licensed or non-certifiedvaiver providers that
initially meet provider qualifications. Numerator: Number of non-licensed or non
-certified waiver providers that initially meet provider qualifications.
Denominator: All providers.

Data Source(Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and

Ongoing Other
Specify:

Other

Specify:

https://wm+-mmdl.cdsvdc.com/WMS/faces/protected/35/print/Pretastor.js| 10/1/201-



Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201 Page98 of 20z

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of non-licensed or non-certifiedvaiver providers that
continue to meet provider qualifications. Numerator Number of non-licensed or
non-certified waiver providers that continue to meé provider qualifications.
Denominator: All providers.

Data Source(Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe
Group:
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Continuously and Other
Ongoing Specify:
Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

c. Sub-Assurance: The State implements its policiesl gmocedures for verifying that provider
training is conducted in accordance with state reggments and the approved waiver.

For each performance measure the State will usessess compliance with the statutory assurance,
complete the following. Where possible, include enattor/denominator.

For each performance measure, provide informatinrih® aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is @edlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and hesemmendations are formulated, where
appropriate.

Performance Measure:

Number and percent of providers who meet provider taining requirements.
Numerator: Number of providers who meet provider training requirements.
Denominator: All providers.

Data Source(Select one):
Record reviews, on-site
If 'Other' is selected, specify:
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Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies
collection/generation (check each that applieq):

(check each that applieq):

~

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICO Describe
Group:

Continuously and

Ongoing Other
Specify:

Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

If applicable, in the textbox below provide any esgary additional information on the strategiesleyga by
the State to discover/identify problems/issues iwithe waiver program, including frequency and igart
responsible.

ICOs enter into contracts with qualified provideBuring the contract negotiation, ICOs review pdev
documents to assure the provider initially meetsisler qualification and training requirements tioe
delivery of MI Health Link services and confirm piders have active licenses and certification l{edinsing
information is available online).

MDCH reviews initial and annual provider monitorirgports submitted by ICOs to determine compliance
with provider licensure and certification standart$DCH can request ICOs take action with theiriders

if they are concerned about their performance tarattion with enrollees. These actions can irelud
required corrective action plans, additional previthonitoring or suspension or termination.

ICOs send their provider network lists and updéaddDCH. MDCH reviews these to ensure enough
providers are available to meet the needs of tipalption served. Provider lists and files are atsgewed
during the quality assurance review.

ICO staff reviews each provider file and documeatatnnually at the time of contract renewals. The
providers must assure that they have the capaxcityeet the performance standards of the servidibs wi
qualified, trained and supervised employees. Theigers' contractual responsibilities include cortihg
reference and criminal history reviews, reportinigiaal incidents, submitting accurate bills, maiiming
accurate documentation and maintaining emergersporese plans.

In addition, ICO staff conducts on-site monitorieyiews for a minimum of 10% of enrolled providefs
recurrent services annually. Monitoring reviews agemplate developed by MDCH and includes
compliance with MDCH standards, delivery of sergiegcording to the enrollee's IICSP, adequate staff
supervision and training, and adequate enrollee mrd documentation to support provider clai@
staff evaluate providers of non-recurrent servatdgast once every two years to ensure compliasitbe
MDCH standards, delivery of services accordind@5P, and adequate enrollee case record docunwantati
to support provider claims. 1COs, and MDCH as mekélso conduct home visits that confirm that
providers furnish services according to the IIC&B enrollee preferences and determine enrollesfaetion
with those services. ICOs send all provider mamitpreports to MDCH within 30 days of completioh o
the monitoring process.

b. Methods for Remediation/Fixing Individual Problems

Describe the State’s method for addressing indaliguoblems as they are discovered. Include inftiona
regarding responsible parties and GENERAL methodgrfoblem correction. In addition, provide
information on the methods used by the State tachent these items.

ICOs work with providers to meet Ml Health Link HSBservice standards and become qualified
providers. If at any time the provider agency oger meets requirements, the ICOs notify the plenof
non-compliance and provide an opportunity for inygrment and may need to recover all Medicaid
payments made for the services rendered duringetied of provider ineligibility. If after workingvith the
ICO the provider still does not meet required sgadd, the ICO must first find alternate providemsdny
enrollees currently being served by the providemneeting standards. Then the ICO will end theitact
with the provider until they can provide proof oéeating standards. The ICO will need to recover all
Medicaid payments made for the services renderadglthe period of ineligibility. If the providerags not
make the necessary improvements, the ICO termiitatesntract with the provider and works with diees
to find a new provider of service.

Providers also have requirements related to trgirfrit is discovered a provider is not meetingining
requirements, the provider must make up thoseitiggnwithin 30 days to continue providing services.
Depending on the type of training needed, the jpigvinay need to stop providing services until tregrcan
be secured. In this case, all enrollees affectest imeiassigned to different providers who can rirest
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needs.

ICOs are required to conduct an in-depth monitoahg sample of their providers annually. Within&dys
following completion of the review written findingsd corrective action requirements are sent flmri€O
to the provider. The ICO also sends all providenitoring reports to MDCH within 30 days of compbet

of the monitoring process.

When results of the initial monitoring indicate d@egues of concern, the ICO must conduct furtheiere of
provider case records. ICO staff may opt to condumdmplete audit of all case records. Followirsgeond
review, a written report of the findings is prephveith appropriate corrective actions and is serthé
provider and MDCH within 30 working days followirmgpmpletion of the review. ICO staff must schedule a
follow-up review within a three (3) to six (6) mbntimeframe for providers deficient in any partioé

review to assure that the provider initiates cdivecaction.

If during the review of these written reports MD@®Hs outstanding concerns, MDCH can ask for addition
documentation, reports, meetings, or may condtesits to assure issues are addressed. If revgess
depending on the provider’s deficiency, the ICO rmagpend new referrals to the provider agencyaaisfer
enrollees to another provider, adjust provideirg, or suspend or terminate the provider unélithO can
verify that the provider corrected deficiencies ahdnged procedural practices as required.

If an ICO has concerns or takes actions againsbdger that may serve other ICOs, they contacother
ICOs to notify them of problems with the providBtDCH also reviews provider monitoring reports when
submitted and during quality assurance review tiaifies other ICOs if issues are identified.

MDCH ensures that ICOs are appropriately remedjaaues with qualified providers using the follogi
procedures:

Written findings and corrective action requireme(ats necessary) are sent from the ICO to the peovid
within 30 days following completion of the provideview. The ICO also must send all provider nmiity
reports to MDCH within 30 days of completion of tim@nitoring process. The written review includes
citations of both positive findings and areas negdiorrective action.

When results of the initial case record and biliees indicate any irregularities, the ICO must coad
further review of provider case records. ICO staffy opt to conduct a complete audit of all case
records. Following a second review, a written repbthe findings is prepared with appropriatereotive
actions and is sent to the provider and MDCH witirworking days following completion of the
review. ICO staff must schedule a follow-up revieithin a three (3) to six (6) month timeframe for
providers deficient in any part of the review te@® the provider initiates corrective action.

If during the review of these written reports MD@®Hs outstanding concerns, MDCH can ask for addition
documentation, reports, meetings or may conduetvsits to assure issues are addressed.

MDCH requires ICOs to submit the results of addiibmonitoring to MDCH upon completion. MDCH
reviews this additional follow-up and contacts #geency if additional questions or concerns remMRCH
confirms ICO follow-up during quality assuranceiesvs.

If an ICO has concerns or takes actions againsbager that may serve other ICOs, it contactsater
ICOs to notify them of problems with the providdMDCH also reviews provider monitoring reports when
submitted and during quality assurance review, tiaifies other ICOs if issues are identified wath
provider also used by another ICO.

ICOs are required to provide evidence of their rdiaiiton strategy by submitting documentation to MRC
This documentation might include training materiaévised policies and procedures, information fiiaff
meetings or case record documentation to supperidirective action plan. MDCH reviews, then either
approves the corrective action plan and documenmtati works with ICO staff to amend the plan to tnee
MDCH requirements. MDCH monitors the implementatifreach corrective action plan item to assure the
ICO meets established timelines for implementingexdive action.

i. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysisifcluding trend identification)
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| Frequency of data aggregation and analysi
[ (check each that applies):

1)

Responsible Partycheck each that applies

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

ICOs

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does not have all elements of tlait@improvement Strategy in place, provide timek to design
methods for discovery and remediation related ¢catssurance of Qualified Providers that are cuyreain-
operational.

No

' Yes
Please provide a detailed strategy for assurindif@abProviders, the specific timeline for implentag
identified strategies, and the parties responddslés operation.
MDCH will continue to work to determine final pragses and procedures for specific timeframes fonwhe
discover, remediation, and corrective action mestémpleted by ICOs. This will be completed ptmr
January 1, 2015. MDCH will either submit this infaation to CMS prior to approval of the waiver, or a
amendment to the approved waiver will be submittetthe timeframe arranged by MDCH and CMS.

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' is incorpatateo Section C-1 'Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limits on Amount of Waiver Services

a. Additional Limits on Amount of Waiver Services. Indicate whether the waiver employs any of théofeing
additional limits on the amount of waiver servi¢sslect ong

' Not applicable The State does not impose a limit on the amofimtadver services except as provided in
Appendix C-3.

Applicable - The State imposes additional limits on the am@finvaiver services.

When a limit is employed, specify: (a) the waivensces to which the limit applies; (b) the badishe limit,
including its basis in historical expenditure/wdtion patterns and, as applicable, the procesgks a
methodologies that are used to determine the anafuhe limit to which a participant's services ambject; (c)
how the limit will be adjusted over the courselwd wvaiver period; (d) provisions for adjusting caking
exceptions to the limit based on participant healtti welfare needs or other factors specified bysthte; (e)
the safeguards that are in effect when the amdithedimit is insufficient to meet a participantieeds; (f) how
participants are notified of the amount of the tiiGheck each that applies

Limit(s) on Set(s) of ServicesThere is a limit on the maximum dollar amount @fiver services that is
authorized for one or more sets of services offereder the waiver.
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Furnish the information specified above.

Prospective Individual Budget Amount.There is a limit on the maximum dollar amount @iver

services authorized for each specific participant.
Furnish the information specified above.

Budget Limits by Level of Support.Based on an assessment process and/or othersfguaoticipants are

assigned to funding levels that are limits on treximum dollar amount of waiver services.
Furnish the information specified above.

Other Type of Limit. The State employs another type of limit.
Describe the limit and furnish the information sified above.

Appendix C: Participant Services
C-5: Home and Community-Based Settings

Explain how residential and non-residential setimgthis waiver comply with federal HCB Settingsjuirements at 42 CFR
441.301(c)(4)-(5) and associated CMS guidanceutie!

1. Description of the settings and how they meet falddCB Settings requirements, at the time of subioisand in the
future.

2. Description of the means by which the state Mediegjency ascertains that all waiver settings mesral HCB
Setting requirements, at the time of this submissiod ongoing.

Note instructions i Module 1, Attachment #2, HCB Settings Waiver TitemmsPlan for description of settings that do not
meet requirements at the time of submis Do not duplicate that information her

1) Description of the settings and how they medéfal HCB Settings requirements, at the time ofhsabion and in the
future.

Residential Settings

In Michigan, residential settings other than oreis private home, apartment or condominium woutdude licensed
Adult Foster Care Homes and Homes for the Agedernsed Adult Foster Care Homes are broken dowrHaraily
Homes, Small Group Homes, Medium Group Homes, L&geip Homes, and Congregate Homes. Capacity fianit
Family Homes are 1 - 6; Small Group Homes are IM&jium Group Homes are 7-12; Large Group Home4 a+20;
and Congregate Homes are larger than 21 resid®fitchigan is phasing out the licensing of Congregdbmes, but
existing homes continue to operate. Homes foAiled have a wide range of capacities from 21 &r 00 people.
MDCH conducted an evaluation of residential setiagd found that:

-28% of licensed residential settings are excludeth being considered to be compliant with the HOBiSal Rule.
Individuals residing in these settings may not el Health Link HCBS waiver services. If excludlbomes come into
compliance with the HCBS Final Rule settings regmients they may then be included as options fadertal
settings. The State will work with homes to trybting them into compliance.

-72% of licensed residential settings are includled considered to be compliant with the HCBS Hruae. Individuals
residing in these settings may receive M| HealthkLHHCBS waiver services.

The evaluation of licensed residential settingsuidied all types of settings mentioned above. Theeanentioned
percentages of compliant or non-compliant settargsinclusive of all types of settings with a semitlistribution across
types of homes.

An individual's private home, apartment or other rental, or comdinm is assume to be in compliance with the HCE
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Final Rule.

Non-residential Settings

The non-residential settings applicable to the Mhlth Link HCBS program are centers used for thalday Program
waiver service. Most of these types of settingseap to be in compliance with the HCBS Final Ridaheey are senior
centers and also serve individuals who are noivieceMedicaid home and community based servidesak brought to
the attention of MDCH that there are some day @wgservices provided in, or on the campus of, ngrabmes so these
types of day programs will be excluded as non-ergidl settings unless otherwise determined tooneptiant with the
HCBS Final Rule by MDCH and CMS through the heigletd scrutiny process.

Monitoring

Residential and non-residential settings will benitayed by both ICOs and MDCH. During the provigetwork
validation process required by CMS for the Ml Healink program, MDCH will assure each non-residaingietting under
contract with ICOs are in compliance with the HCBiBal Rule. Similarly, ICOs will be required toauate a Ml Health
Link HCBS waiver applicant’s residential settinggprto sending an initial application to MDCH faview. The
residential setting’s compliance or non-compliandth the HCBS Final Rule must be documented anllidted in the case
record at the ICO and also included in the appboapacket sent to MDCH for initial Ml Health LitKCBS waiver
approval. MDCH will verify the settings complianprior to approving an individual for Ml Healthrilk HCBS waiver
enrollment. MDCH, through the MI Health Link HCE3uality Improvement Strategy and associated peidoca
measures, will annually (or more often as needam)itor residential and non-residential setting cbamze with the
HCBS Final Rule and will report results to CMS dgrrequired reporting periods.

2) Description of the means by which the state Maidi agency ascertains that all waiver settingst fieeleral HCB Setting
requirements, at the time of submission and ongoing

MDCH conducted an evaluation of settings using nteincluding State laws, licensing rules andutations, surveys of
individuals in the field and a representative sagflexisting licensed homes and other settings.

Residential and non-residential settings will benitayed by both ICOs and MDCH. During the provigetwork
validation process required by CMS for the Ml Healink program, MDCH will assure each non-residaingietting under
contract with ICOs are in compliance with the HCIBSal Rule. Similarly, ICOs will be required toauate a M| Health
Link HCBS waiver applicant’s residential settinggorto sending an initial application to MDCH faview. The
residential setting’s compliance or non-compliandth the HCBS Final Rule must be documented anhllided in the case
record at the ICO and also included in the appboapacket sent to MDCH for initial MI Health LitKCBS waiver
approval. MDCH will verify the settings complianpgor to approving an individual for Ml Health LkrtHCBS waiver
enrollment. MDCH, through the MI Health Link HCE3uality Improvement Strategy and associated peidoca
measures, will annually (or more often as needam)itor residential and non-residential setting cbamze with the
HCBS Final Rule and will report results to CMS dgrrequired reporting periods.

Appendix D: Participant-Centered Planning and Servce Delivery
D-1: Service Plan Developmengl of 8)

State Participant-Centered Service Plan Title:
Individual Integrated Care and Supports Plan (IICSP

a. Responsibility for Service Plan DevelopmentPer 42 CFR 8441.301(b)(2), specify who is resgnador the
development of the service plan and the qualificetiof these individualselect each that applies):
Registered nurse, licensed to practice in the Stat

Licensed practical or vocational nurse, acting whin the scope of practice under State law
Licensed physician (M.D. or D.O)

Case Manager(qualifications specified in Appendix C-1/C-3)

Case Manager(qualifications not specified in Appendix C-1/C-3)

Specify qualifications:

Social Worker
Specify qualifications:
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Other
Specify the individuals and their qualifications:

A Michigan licensed registered nurse, nurse piaogtr, physician’s assistant, Bachelor's preparcesib
worker, Limited License Master's prepared socialkeqg Licensed Master's prepared social worker. [O@
Care Coordinator or the ICO's contracted commuypatigners (as described in the Three-Way Contraitit) w
conduct at a minimum the Level | Assessment, agbgrperson-centered planning process is complete,
prepare the Individual Integrated Care and Supias (IICSP), coordinate care transitions and thad
Integrated Care Team (ICT). Care Coordinators roostdinate these activities with the PIHP Supports
Coordinator/Case Manager or LTSS Supports Coorlirsatd ICT members as appropriate.

Appendix D: Participant-Centered Planning and Servce Delivery
D-1: Service Plan Developmeng of 8)

b. Service Plan Development SafeguardSelect one:

Entities and/or individuals that have responsibilty for service plan development may not provide
other direct waiver services to the participant.

' Entities and/or individuals that have responsibilty for service plan development may provide other
direct waiver services to the participant.

The State has established the following safeguardasure that service plan development is conduntéhe
best interests of the participa®pecify:

The ICO Care Coordinator, the enrollee, his orfamnrily, caregiver or authorized representativeyjters,
other members of the Integrated Care Team, andtiey individuals of the enrollee’s choosing wargether
to develop a comprehensive, person-centered, wiitigividual Integrated Care and Supports Plan
(IICSP). The ICO Care Coordinator has the ultinmagponsibility for ensuring the IICSP is completed
accordance with the enrollee’s choices, goals,desites. The ICO Care Coordinator develops th8R@
collaboration with other individuals of the enr@le choosing. Though service providers may beliredin
the person-centered planning process, the ICO Capedinator does not directly provide waiver seggito the
enrollee.

Appendix D: Participant-Centered Planning and Servce Delivery
D-1: Service Plan Developmengs of 8)

c. Supporting the Participant in Service Plan Developrant. Specify: (a) the supports and information thatraesle
available to the participant (and/or family or leggpresentative, as appropriate) to direct anddbeely engaged in
the service plan development process and (b) ttiipant's authority to determine who is includedhe process.

a) ICOs provide the MI Health Link Member Handbdolall enrollees during the enrollment process. The
Handbook explains the MI Health Link supports aediiges, rights and appeals information, informatdout
obtaining medications, and other information refewa the service area. Enrollees will also receingummary of
Benefits, a List of Covered Drugs, a Provider Dioeg, and an enrollee 1D card which includes nureliercontact
for certain questions or emergencies.

ICOs solicit enrollee preferences for date, tinma] place of the assessment meeting before finglzimedules. The
enrollee, his or her chosen allies, and familyegpal representatives are provided with writtenrimfation about the
right to participate in a person-centered planmirgcess and the self-determination option uponliemeat in Ml
Health Link, during assessment, reassessment,ar tgguest. The ICO Care Coordinator, and LTSS &tpp
Coordinator as applicable, provides additionalinfation and support and directly addresses issugts@cerns
the participant may have either over the phone arface-to-face meeting. Continued assistance fhenhCO Care
Coordinator or LTSS Supports Coordinator is avdddabroughout the person-centered planning prodéBsCH

has developed person-centered planning principlekCOs, enrollees, and other individuals to use gside for the
person-centered planning process.

b) The enrollee has authority to determine who léllinvolved in the person-centered planning proe@sl may
choose allies, such as family members, friends,naonity advocates, service providers and indeperaffvicates
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to participate. If preferred by the enrollee, a-pl@Enning conference may occur before the persoteced planning
meeting. In this pre-planning conference, the piint, the ICO Care Coordinator, and the LTSS Sttpp
Coordinator, as applicable, discuss who the ergailants to involve in the planning process, goatsdesires that
will be addressed, topics that will be discussetth@imeeting and topics that will not be addres$ed.time and
location for the planning meeting is also deterrdiaethe pre-planning session.

Appendix D: Participant-Centered Planning and Servce Delivery
D-1: Service Plan Developmen# of 8)

d. Service Plan Development Procest four pages or less, describe the processshatad to develop the participant-
centered service plan, including: (a) who develbpesplan, who participates in the process, andithiag of the
plan; (b) the types of assessments that are cosditwisupport the service plan development progedsiding
securing information about participant needs, pegfees and goals, and health status; (c) how ttiigipant is
informed of the services that are available undentaiver; (d) how the plan development procesaresshat the
service plan addresses participant goals, needsiding health care needs), and preferences; (@waiver and
other services are coordinated; (f) how the plaretigpment process provides for the assignmentspfamsibilities to
implement and monitor the plan; and, (g) how anémthe plan is updated, including when the padicfls needs
change. State laws, regulations, and policies titatlaffect the service plan development processaailable to
CMS upon request through the Medicaid agency oofiegating agency (if applicable):

(a) Who develops the plan, who participates inpifeeess, and the timing of the plan:

After completing the Nursing Facility Level of Cabetermination tool, the Level | Assessment and.ineel 11
Assessment, the ICO Care Coordinator and LTSS @tgp@oordinators, as applicable, work with theolee and
his or her representatives to develop the Indidithtegrated Care and Supports Plan (IICSP).

If the enrollee is experiencing a crisis situatibat requires immediate services at the time oflénent and is not
ready to fully participate in person-centered plagnan interim ICSP may be developed by the 1CeC
Coordinator and LTSS Supports Coordinator, as epplé, and approved by the enrollee. Interim serplans are
authorized for no more than 30 days without a f@llap visit to determine the enrollee's status. fits¢ person-
centered planning meeting is conducted when thiciant is not in crisis and at a time of the a#pant’'s choice.

A pre-planning session may occur before the fiessspn-centered planning meeting. During pre-plagyrtime
enrollee chooses desires, goals and any topios tiisbussed, who to invite, who will facilitate aredord the
meeting, as well as a time and location that mibetmeeds of all individuals involved in the praceBhe enrollee
and selected allies design the agenda for the pemotered planning meeting. The IICSP is basetth®@meeds and
desires as communicated by the enrolee and is eghd@bn request of the enrollee. Regular updasescalcur
when the need for services or enrollee circumst&nbhange, but at least once every twelve months.

(b) The types of assessments that are conducttpfmort the IICSP development process, includicgrieg
information about enrollee needs, preferences aatsgand health status:

The Level | Assessment is the ICO's Health RiskeAsment that must be conducted by the ICO Cared@waaor
and completed within 45 days of enroliment in theHéalth Link program. The Level | Assessment cevbe
following domains: physical health; behavioral ltiggpsychosocial; LTSS needs; individual prefeeshand
strength and goals; natural supports or other caegapacity; current services; care transitioadse medical
health risk status and history; behavioral heatith substance use risk status, needs, and histatnjtjonal stregths
and needs; cognitive strengths and needs; qudlitfepdiscussion and education related to abusglect, and
exploitation; and advance directives. The Levkssessment will also help the ICO Care Coordinatentify
enrollees who may require institutional level ofecaThe Level | Assessment tools will be approbgdDCH
prior to use by the ICO.

The specific Level Il Assessment for LTSS will e interRAI Home Care (iHC) assessment system,igting of
the iHC and clinical assessment protocols (CAPisg ICO Care Coordinator or the LTSS Supports Coatdr
perform, within 15 days of the completion of thevekl Assessment, a comprehensive evaluation itfrtud
assessment of the enrollee’s unique preferencgsigath, social and emotional functioning, medicatiphysical
environment, natural supports, and financial stafhe ICO Care Coordinator or the LTSS Supportsr@ioator
must fully engage the enrollee in the interviewtte extent of the enrollee’s abilities and toleenc

Specific iHC items identify enrollees who could b&hfrom further evaluation and those who areisk for
functional decline. These items, called “triggetk the iHC to a series of problem oriented CAPise CAPs are
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procedures that guide coordinators through furtissessment and individualized care planning witblkees.
(c) How the participant is informed of the servitieat are available under the waiver:

The ICO Care Coordinator or LTSS Supports Coordin@tforms the enrollee of available services. Tdusurs
through direct communication with the ICO Care Glaator or LTSS Supports Coordinator as well asugh
written information provided to the enrollee regagiwaiver services and other available commurgtyises and
supports. The enrollee is offered information drpaksible service providers. The enrollee spesifiew he/she
wishes to receive services and this is includetiénlICSP.

(d) How the plan development process ensureslibatdrvice plan addresses participant goals, reedisding
health care needs), and preferences:

MDCH will develop a person-centered planning petjuide for ICOs prior to January 1, 2015. Theudoent is
provided to ICOs to assist the ICO Care Coordinatm LTSS Supports Coordinator in ensuring thatitb8P
clearly identifies the enrollee's needs, goalseferences with the services specified to meehthe

The ICO Care Coordinator and LTSS Supports Cootdirend enrollee base the IICSP upon enrollee mpetes
and needs identified through the person-centerthphg process. A written IICSP is developed wihleenrollee
and includes the enrollee’s identified or expresseelds, goals, expected outcomes, and plannegéntamns,
regardless of funding source. This document indwadkeservices provided to or needed by the erealed is
developed before MI Health Link services are predidThe ICO Care Coordinator and/or LTSS Supports
Coordinators arrange services based upon enrdilgieecand approval. The enrollee and the ICO Cadinator
and/or LTSS Supports Coordinator explore other ifumoptions and intervention opportunities whenspeal goals
include things beyond the scope of MI Health Liekwces.

Specific information that needs to be addressedanICSP:
1) Enrollee’s preferences for care, services, sipp@esidential settings, and non-residentialrsgst
- Must include supports and services options tlatwliscussed with the enrollee, and his or hele@al
representative’s) choice of those services
- When the enrollee selects controlled residesg#ings such as licensed Adult Foster Care or KHdorehe Aged,
or others, the following must be included in thé 3P

- The chosen setting

- The individual's resources

- Whether or not the individual chooses toehawroommate as well as any specific preferenga®fonmates,
bathroom schedules, or other things

- Preference for engaging in community adggitutside the home, and whether or not the iddalineeds
assistance with arranging transportation, findiroggkyor otherwise getting involved in the commuratytside the
home and how to make that happen

- Personal safety risks, and any interventitmet may affect the individual’s ability to engaign community
activities outside the home without supervision

- Any modifications to existing policy and pedure and home and community-based setting regeirts
(including HCBS Final Rule) at the home to accomatedan enrollee’s assessed needs; indicate ebiblis
timeframes for periodic review of these modificato

2) Enrollee’s health and safety risks
3) Enrollee’s prioritized list of concerns, goafslaobjectives, strengths
4) Summary of the enrollee’s health status
5) The plan for addressing concerns or goals, @&fior achieving the goals, and specific providsupports and
services including amount, scope and duration

- Must include the enrollee’s (or legal repmsitive’s) rights and choices of specific provaléand alternative
providers, if necessary)

- Must include a contingency (backup) plandgooviders in the event of unscheduled absence of a
caregiver, severe weather, or other emergencies
6) Person(s) responsible for specific monitorimgssessment, and evaluation of health and weljlmitcomes
7) Enrollee’s informed consent
8) Due date for interventions and reassessment

(e) How waiver and other services are coordinatetlby whom:
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The IICSP clearly identifies the types of servinegded from both paid and non-paid providers ofises and
supports. The amount (units), frequency, and demaidf each waiver service to be provided are irsdlich the
IICSP. The enrollee chooses the services thatrbest his or her needs and whether to use the otiself-direct
applicable services or rely on a supports coordiniat ensure the services are implemented andgedvaccording
to the IICSP. When an enrollee chooses to parteipaarrangements that support self-determinatidormation,
support and training are provided by the ICO Caver@inator and/or LTSS Supports Coordinator anérsth
identified in the ICSP. When an enrollee choosasm participate in self-determination, the cooetor ensures
that services and supports are implemented as¢gdariie ICO Care Coordinator and LTSS Supports dinators,
as applicable, oversee the coordination of Stata Bhd waiver services included in the [ICSP. Bhisrsight
ensures that waiver services in the IICSP are uplichtive of similar State Plan services availabler received by
the enrollee.

() How the plan development process providesHerassignment of responsibilities to implement aditor the
plan:

The assignment of responsibilities to implementgtaam are determined through person-centered pigramid may
be delegated to the enrollee, the ICO Care Coalipan LTSS Supports Coordinator, or others dedaphby the
enrollee. The ICO Care Coordinator, and the LTSgp8rts Coordinator (if applicable) and the enrqlteethe
extent the enrollee chooses, are responsible foitorong the plan. This occurs through periodicecesviews,
monthly contacts, participant request, reassessnand routine formal service provider monitorifiggependitures
made on behalf of the enrollee.

(g)How and when the plan is updated:

ICOs are required to contact enrollees monthly sRessments are conducted in person annually oraipon
significant change in the enrollee's condition. TB® Care Coordinator or LTSS Supports Coordinaterducts an
in person reassessment of the enrollee for theogerpf identifying changes that may have occurirecksthe initial
assessment or previous reassessment and to mpesgiress toward meeting specific goals outlinethnlICSP.
The IICSP is also reviewed and updated duringgtosess, based upon reassessment findings andeenrol
preferences. The IICSP is also updated after clwaingstatus and upon participant request.

Appendix D: Participant-Centered Planning and Servce Delivery
D-1: Service Plan Developmen( of 8)

e. Risk Assessment and MitigationSpecify how potential risks to the participant assessed during the service plan
development process and how strategies to mitiggktere incorporated into the service plan, sulfgparticipant
needs and preferences. In addition, describe hewdtvice plan development process addresses bptdagpand
the arrangements that are used for backup.

The ICO Care Coordinator or LTSS Supports Coordinatentifies and discusses potential risks withehrollee
during the assessment and reassessments. Thegspeetfies risks and methods of monitoring theteptial
impact in relation to the enrollee. The ICO Care@mator or LTSS Supports Coordinators, or othelijed
individuals, fully discuss strategies to mitigaitsks with the enrollee and allies, family, and velet others during
the person-centered planning process. Enrolleeoapgrrisk strategies are documented and writtenthre 1ICSP.
Enrollees may be required to acknowledge situationghich their choices pose risks for their healtid welfare.
The ICO is not obligated to authorize servicesdweld to be harmful to the enrollee. Negotiationsuwh issues are
initiated in the person-centered planning proc€ks.ICO Care Coordinator or LTSS Supports Coordinassesses
and informs the enrollee of identified potentiak(s) to assist enrollees in making informed choisgh regard to
these risks. Service providers are informed ofraoliee’s risk status when services are ordere@sl@nd service
providers are required to have contingency plansane in the event of emergencies that pose awsetireat to the
enrollee's health and welfare (i.e., inclement Wweatnatural disasters, and unavailable caregiver).

The enrollee's IICSP describes back-up plans tieattoebe implemented when selected service providiex unable
to render services as scheduled. Additionally, gewcy plans that clearly describe a course of metioen an
emergency situation occurs are developed for eaddilee. Plans for emergencies are discussed a&odparated
into the enrollee's IICSP as a result of the pexsariered planning process.

Qualified reviewers examine a random sample of hgcnd emergency plans during the quality asseresmdew
to assure plans are properly documented, meetleam¢eds, and include risk management procedures.
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In addition, the MI Health Link HCBS Quality Imprement Strategy requires ICOs to monitor and tralokrw
backup plans are activated and whether or notahepuccessful in an effort to make improvementhénway back
-up plans are developed with enrollees.

Appendix D: Participant-Centered Planning and Servce Delivery
D-1: Service Plan Developmen(s of 8)

f. Informed Choice of Providers.Describe how participants are assisted in obtgimiformation about and selecting
from among qualified providers of the waiver seedgdn the service plan.

The ICO Care Coordinator or LTSS Supports Coordingtovides enrollees with information and trainory
selecting qualified service providers. Informatioay also be provided by the enrollee’s support ngtwService
providers must meet the minimum standards estaulifly MDCH for each service. Enrollees choose among
qualified providers or employ providers who meet thinimum standards. ICO Care Coordinators, LTS$8us
Coordinators, or others, may assist enrollees edatkto identify and select qualified provideram time. A
brochure, developed by MDCH and ICOs, on how td ind hire workers is distributed to enrolleesl@@s.

Appendix D: Participant-Centered Planning and Servce Delivery
D-1: Service Plan Developmeng7 of 8)

g. Process for Making Service Plan Subject to the Apmval of the Medicaid Agency.Describe the process by which
the service plan is made subject to the approvtil@Medicaid agency in accordance with 42 CFR 8Rt(b)(1)(i):

ICO Care Coordinators are responsible for seciamjverifying level of care (LOC) eligibility, condting
assessments and reassessments, initiating setaio@ng and the person-centered planning procetss wi
participants, and specifying approval of ICSP$oiPto intial entrance on the waiver, the ICO msestd all relevant
assessments and medical records to MDCH for reaieivapproval for a waiver slot.

MDCH uses a quality assurance review process ta @S requirements for the review of service plan
authorizations and case record reviews. The quadisyrance review process reviews a sample ofdhew
population as identified by www.raosoft.com/samizesitml using a 95% confidence level and +/- 5%gimaof
error to determine total number of records to neniier each ICO each fiscal year. Records reviewedaaandom
sample of Ml Health Link 1915(c) waiver participanin addition, for each ICO, MDCH interviews aase five
enrollees in their homes. Qualified reviewers exa@nrollment, assessment data, nursing faciktgl lef care
determinations, the Individual Integrated Care Sogports Plan (IICSP) and care planning procesk, an
reassessment data to assure compliance with prageardards and requirements.

For enrollees participating in arrangements thppstt self-determination, every self-determinatiomget is
reviewed by at least two entities: ICOs and fisetdrmediaries. Fiscal intermediaries submit mantkports for
each enrollee directed budget. An additional samgptomponent is part of the service plan approndl a
authorization review for cases involving individimidgeting. This has been included to assure camqg#i with
policies and guidelines associated with arrangethetssupport self-determination.

MDCH does a review of a representative random sauwiphll waiver enrollees during the quality assgmreview
and if an enrollee participating in an arrangentieat supports self-determination falls into thedam sample, the
enrollee’s file is reviewed as part of that samplee reviewers are trained in the requirement&bfdetermination
and assure all requirements are met within the ias®d. When requirements are not met, correétition is
required.

MDCH requires the fiscal intermediary to send mbnthonitoring reports to both the enrollee and 8©. These
reports identify the planned services and budbetptid services, and a comparison of each. Whegébs have
more than a 10% discrepancy, MDCH requires the t€@iscuss this discrepancy with the enrollee temine the
root cause and identify methods of remediationezessary.
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Appendix D: Participant-Centered Planning and Servce Delivery
D-1: Service Plan Developmengs of 8)

h. Service Plan Review and UpdateThe service plan is subject to at least annuabgierreview and update to assess
the appropriateness and adequacy of the servigesrtisipant needs change. Specify the minimumdiglecfor the
review and update of the service plan:

Every three months or more frequently when necessga
Every six months or more frequently when necessary
Every twelve months or more frequently when neceasy

' Other schedule
Specify the other schedule:

Every twelve months or upon a significant changth@enrollee's condition or at the request ofathimllee.

i. Maintenance of Service Plan Forms Written copies or electronic facsimiles of seryidans are maintained for a
minimum period of 3 years as required by 45 CFR4®2Service plans are maintained by the follow(ctgeck each
thatapplies)

Medicaid agency

Operating agenc)
Case¢ managel
Other

Specify
The ICO

Appendix D: Participant-Centered Plannin¢cand Service Deliven
D-2: Service Plan Implementatiot and Monitoring

a. Service Plan Implementation ancMonitoring. Specify: (a) the entity (entities) responsible fmonitoring the
implementation of the service plan and particigegdlth and welfare; (b) the monitoring and follopaethod(s)
that are used; and, the frequency with which monitoring is perform

a) Entities responsible for implementation and rwirig are the ICO Care Coordinator, the LTSS Suispo
Coordinator if applicable, the enrollee to the exthey choose, and the enrollee’s support netwaslappropriate.
MDCH conducts quality assurance reviews to ensppecpriate implementation and monitoring of theividlial
Integrated Care and Supports Plan (IICSP)

b) and c) Within thirty days of service implemeriat MDCH requires ICO Care Coordinators to contaath
enrollee to ensure services are implemented asgtaWhen services are not implemented as plannetien the
planned services require adjustments, ICOs takecire action to resolve problems and issues. MR(&d
requires the ICO Care Coordinator to contact eacbllee in person or by telephone at least monmigre
frequently as needed) to ensure delivery of sesvioatinues as planned, the enrollee is satisfiddservice
delivery, and to determine any change in needegime previous contact. If a back-up plan was reguiuring the
month, the ICO Care Coordinator will discuss thecetfveness of the plan and whether any changesearessary.
If the enrollee is not satisfied with a providére tenrollee is given the choice to change providene ICO Care
Coordinator or LTSS Supports Coordinators alsoicmsfall non-waiver services are being conductetithr
enrollee has access to any additional resourcesreelq Enrollees and their families are providethwelephone
numbers to contact ICOs and care/supports coomtmat any time when new needs emerge that require
interventions and additional supports and serviEasollees participating in arrangements that suipgedf-
determination and their support network also marttie care and IICSP including monitoring serviceldget
utilization, time sheets of providers, and authatian for services to ensure services designatéueiflCSP have
been accessed and provided in accordance witHahe Rarticipants and families are also educatedeaith and
welfare and are encouraged to call their ICO Caver@inator or LTSS Supports Coordinator in thengd a
potential critical incident.

Reassessments are required at least every twelrthmoDuring the reassessment, the haelplans and health a
safety of the enrollee are reviewed and alt as needed.
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If any problems are discovered during monitorisgues are addressed immediately. If services arfgeintg
implemented as outlined in the service plan oreth®llee’s needs are not being met, a correctitierats
developed between the enrollee and ICO to remeslgithation. The enrollee must approve all changése
IICSP, and is provided the appropriate notice éibacwvhen required. The corrective action couldude changing
providers, increasing or decreasing the amounaxd or rescheduling services.

If any critical incidents are suspected duringri@nitoring process or are reported by the enroflaily, service
provider, or any other individual, the ICO will aotmediately to ensure the health and welfare efahrollee.
Options to protect the enrollee will be presented discussed by the ICO, the enrollee and the leetsichosen
allies. Any revisions to the service plan will Imeglemented immediately and followed-up on regularly

ICOs are responsible for on-going monitoring of SEZimplementation and of direct service provideZ©s
conduct a formal administrative review annually@ding to the MDCH plan for monitoring of directrsiee
providers.

MDCH examines ICO monitoring activities and repaltsing its quality assurance review process taentat
monitoring activities are being conducted, sergseies and problems are being resolved appropriatel timely,
and any other concerns regarding a specific proade identified.

b. Monitoring Safeguards. Select one:

' Entities and/or individuals that have responsibilty to monitor service plan implementation and
participant health and welfare may not provide othe direct waiver services to the participant.

Entities and/or individuals that have responsibilty to monitor service plan implementation and
participant health and welfare may provide other drect waiver services to the participant.

The State has established the following safeguardasure that monitoring is conducted in the bestests of
the participantSpecify:

Appendix D: Participant-Centered Planning and Servece Delivery
Quality Improvement: Service Plan

As ¢ distinct component of the State’s quality improgetrstrategy, provide information in the followifiglds to detail the
Stat¢ s methods for discove and remediation

a. Methods for Discovery: Service Plan Assurance/St-assurance

The state demonstrates it has designed and impleextan effective system for reviewing the adequatgervice
plans for waiver participants.

i. Sub-Assurances

a. Suk-assurance: Service plaiaddress all participan” assessed needs (including health and sa
risk factors) and personal goals, either by the pigion of waiver services or through other means.

Performance Measures

For each performance measure the State will usssess compliance with the statutasgurance (c
suk-assurance), complete the following. Where pos: include numerator/denominat

For each performance measure, provide informatioritie aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is aedlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and h®esemmendations are formulated, where

appropriate

Performance Measure:
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Number and percent of enrollees whose IICSP includeservices and supports that
align with their assessed needs. Numerator: Numbef enrollees whose IICSP
includes services and supports that align with theiassessed needs. Denominator:
Number of enrollee files reviewed.

Data Source(Select one):

Other

If 'Other' is selected, specify:
record reviews, on-site or off-site

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies
collection/generation (check each that applieq):

(check each that applieq):

State Medicaid Weekly 100% Review
Agency

~

Operating Agency Monthly Less than 100%
Review

Sub-State Entity Quarterly
Representative

Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error

Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and

Ongoing Other
Specify:

Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
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that applies):

Responsible Party for data
aggregation and analysigcheck each|

Frequency of data aggregation and
analysigcheck each that applies):

Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other

Specify:

Performance Measure:

Pagell4 of 20z

Number and percent of enrollees whose [ICSP address their assessed health and
safety risks. Numerator: Number of enrollees whos#CSP addresses their
assessed health and safety risks. Denominator: Nurabof enrollee files reviewed.

Data Source(Select one):
Other

If 'Other' is selected, specify:
record reviews, on-site or off-site

Responsible Party for
data
collection/generation
(check each that applieg

)

Frequency of data
collection/generation
(check each that applieq

):

Sampling Approach
(check each that applies

State Medicaid
Agency

Weekly

100% Review

Operating Agency

Monthly

Less than 100%
Review

Sub-State Entity

Quarterly

Representative

Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error

Other

Specify:
ICOs

Annually

Stratified
Describe

Group:
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Continuously and Other
Ongoing Specify:
Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and

aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of enrollees with documented disissions of care goals.
Numerator: Number of enrollees with documented disgssions of care goals.
Denominator: Number of enrollee files reviewed.

Data Source(Select one):

Other

If 'Other' is selected, specify:
record reviews, on-site or off-site

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
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Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error

Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and
Ongoing Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

b. Sub-assurance: The State monitors service plan diggment in accordance with its policies and
procedures.

Performance Measures

For each performance measure the State will usssess compliance with the statutory assuranc
sut-assurance complete the following. Where possible, inc numerator/denominatc
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For each performance measure, provide informatioriiie aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is aedlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and hesemmendations are formulated, where
appropriate.

Performance Measure:

Number and percent of all enrollees with IICSPs reprted to be developed in
accordance with person-centered planning principlesNumerator: Number of all
enrollees with IICSPs reported to be developed incaordance with person-
centered planning principles. Denominator: Number éenrollee files reviewed.

Data Source(Select one):

Other

If 'Other' is selected, specify:

on-site record reviews or off-site record reviewsrosurveys

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):

State Medicaid Weekly 100% Review
Agency

Operating Agency Monthly Less than 100%
Review

Sub-State Entity Quarterly
Representative

Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error

Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and

Ongoing Other
Specify:

Other

Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

c. Sub-assurance: Service plans are updated/reviseldast annually or when warranted by changes
in the waiver participant’s needs.

Performance Measures

For each performance measure the State will usssess compliance with the statutasgurance (c
suk-assurance), complete the following. Where pos: include numerator/denominat:

For each performance measure, provide informatioriiee aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is apdlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and h®esemmendations are formulated, where
appropriate

Performance Measure:

Number and percent of enrollee IICSPs that are updied within 12 months of last
IICSP. Numerator: Number of enrollee IICSPs that are updated within 12
months of last ICSP. Denominator: Number of enrolée files reviewed.

Data Source(Select one):

Other

If 'Other' is selected, specify:

online database or on-site record reviews or off+& record reviews

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
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Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error

Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and
Ongoing Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of enrollee IICSPs that are upd&d as the enrollee’s needs
change. Numerator: Number of enrollee [ICSPs that ee updated as the enrollee's
needs change. Denominator: Number of enrollees whrad needs change.

Data Source(Select one):
Other
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If 'Other' is selected, specify:
record reviews, on-site or off-site

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies
collection/generation (check each that applieq):

(check each that applieq):

State Medicaid Weekly 100% Review
Agency

Operating Agency Monthly Less than 100%
Review

Sub-State Entity Quarterly
Representative

Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error

Other Annually

Specify: Stratified

Describe

Group:

Continuously and

Pagel2( of 20z

~—

Ongoing Other
Specify:

Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly

Operating Agency Monthly

Sub-State Entity Quarterly

Other Annually

Specify:
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Responsible Party for data Frequency of data aggregation and

aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

Continuously and Ongoing

Other
Specify:

d. Sub-assurance: Services are delivered in accordawié the service plan, including the type, scope,
amount, duration and frequency specified in the s&e plan.

Performance Measures

For each performance measure the State will usessess compliance with tetutory assurance (
sut-assurance), complete the following. W possible, include numerator/denomina

For each performance measure, provide informatioriiie aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is @edlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and h®esemmendations are formulated, where
appropriate

Performance Measure:

Number and percent of enrollee IICSPs in which seiiees and supports are
provided as specified in the IICSP, including typescope, amount, duration, and
frequency. Numerator: Number of enrolleess who hatl CSPs in which services

and supports are provided as specified in the IICSFDenominator: Number of
enrollee files reviewed.

Data Source(Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +-
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5% margin of

error
Other Annually
Specify: Stratified
ICOs Describe
Group:
Continuously and
Ongoing Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

e. Sub-assurance: Participants are afforded choice:t®een waiver services and institutional care;
and between/among waiver services and providers.

Performance Measures

For each performance measure the State will usssess compliance with the statutasgurance (c
suk-assurance), complete the following. Where pos: include numerator/denominat

For each performance measure, provide informatiorih® aggregated data that will enable the State
to analyze and assess progress toward the perfazenareasure. In this section provide information
on the method by which each source of data is aedlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and hesemmendations are formulated, where

appropriate
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Performance Measure:

Number and percent of enrollees whose records indite choice was offered
among waiver services. Numerator: Number of enrolles whose records indicate
choice was offered among waiver services. Denomiat All enrollee files
reviewed.

Data Source(Select one):

Other

If 'Other' is selected, specify:

surveys or record reviews, on-site or off-site

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error
Other Annually
Specify: Stratified
Describe
Group:
Continuously and
Ongoing Other
Specify:
Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of enrollees whose records contea completed and signed
freedom of choice form that specifies choice wasfefed between institutional
care and waiver services. Numerator: Number of endtees whose records contain
a completed and signed freedom of choice form. Deminator: All enrollee files
reviewed.

Data Source(Select one):

Other

If 'Other' is selected, specify:
record reviews, on-site or off-site

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error
Other Annually
Specify: Stratified
Describe
Group:
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Continuously and

Ongoing Other
Specify:

Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and

aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:
Number and percent of enrollees with documented disission of their rights and
choices for providers. Numerator: Number of enrolles with documented

discussion of their rights and choices for provides. Denominator: All enrollee
files reviewed.

Data Source(Select one):

Other

If 'Other' is selected, specify:

surveys or record reviews, on-site or off-site

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies
collection/generation (check each that applieq):
(check each that applieq):

~—

State Medicaid Weekly 100% Review

Agency

Operating Agency Monthly Less than 100%
Review
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Sub-State Entity Quarterly
Representative

Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error

Other Annually
Specify: Stratified
Describe
Group:

Continuously and
Ongoing Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:
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If applicable, in the textbox below provide any esgary additional information on the strategiesleyga by
the State to discover/identify problems/issues iwithe waiver program, including frequency and igart
responsible.

1. ICOs have monthly contacts with enrollees isuee the ICSP addresses the enrollee’s assessdd,n
including risk management planning. Additionatlyis review ensures ICO Care Coordinators or LTSS
Supports Coordinators include changes noted denimgllee assessments and reassessments into 8fe.11C

2. MDCH requires a person-centered planning pofmsthe development of the IICSP. Each ICO sain
its staff and enrollees using MDCH establishedqmols. The ICO maintains staff training records on
attendance by date and total number of attendegisst and training evaluations. During the qyalit
assurance review process, MDCH validates thatGlae uses the person-centered planning process d@gord
to the guidelines. Enrollee training is documeritethe case record and reviewed during the quality
assurance review process.

3. ICO Care Coordinators and LTSS Supports Coatdis assist enrollees in identifying risks durting
person-centered planning process and assure thHO8P includes risk management planning. Th&RC
identifies enrollee risks with strategies and plemseduce or eliminate risk as approved by enesllelCO
Care Coordinators monitor risk management strasegiean on-going basis and evaluate their
effectiveness.

4. 1COs survey enrollees annually to ensure ezeslteceive needed supports and services, sudbessfu
implement back-up plans, are satisfied with equiptn@re satisfied with treatment by workers andoth
service providers, and have choice and controliginche person-centered planning process. ICOthese
enrollee surveys as one method to determine thatleas actually receive services as planned. oy
up with enrollees to correct any problems with s@rdelivery. MDCH reviews the response rate, sungma
of results, analysis of strengths, limitations,rteais to implementation, and ask to find out wi@Dk did
with the information they obtained during the syremd how it changed their program. MDCH also
analyzes the data for any trends or possible systgmovements that can be made locally or statewide

5. During the quality assurance review procesalifigd reviewers perform annual ICSP and casengc
reviews on a random sample of enrollees to en$G®A development occurs according to MDCH contract
requirements, policy, and procedures. The quaburance review process ensures the ICO autharizkes
approves services in the ICSP. Home visits canfliat providers furnish services according toltB&P

and enrollee preferences.

6. The ICO Care Coordinators validate that prosddender services as planned during initial service
implementation and on a monthly basis with enrslle®IDCH also requires ICO staff to contact enesdlat
least monthly to ensure delivery of services aanpta and enrollee satisfaction with services. Qedl
reviewers examine these activities as part of thadity assurance review process. This includesioation
that the ICO honored the enrollees’ choices ofisersetting (signed freedom of choice form) andtytpe of
services rendered, and also ensured choice otsepvoviders. Qualified reviewers analyze finditgys
ensure that enrollees receive supports and seregesstent with identified needs and preferenégsdings
are compiled into written corrective action andlgyandicator outcome reports.

7. MDCH requires the self-determination fiscal imtediary to send monthly monitoring reports to bibid
enrollee and the ICO. These reports identify tfla@med services and budget, the paid servicesaand
comparison of each. When budgets have more ti&%@discrepancy, MDCH requires the ICO to discuss
this discrepancy with the self-determination erm®Hto determine the root cause and identify metbbds
remediation as necessary. When an enrollee wheedhe self-determination option is randomly seléct
for the quality assurance process, the qualifietereers assure the proper use of this, and otlier se
determination processes while reviewing the record.

b. Methods for Remediation/Fixing Individual Problems

Describe the State’s method for addressing indaliguoblems as they are discovered. Include inftiona
regarding responsible parties and GENERAL methodgrfoblem correction. In addition, provide
information on the methods used by the State tamhent these items.

Qualified reviewers or MDCH staff may also provigehnical assistance to ICO staff when the reviswer
note deficiencies during the quality assuranceesgvi

During the quality assurance review process, gedlifeviewers perform annual IICSP and case record
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reviews on a random sample of enrollees to ensareeapordinators conduct IICSP development accgrdin
to MDCH contract requirements, policy, and procedur During this review, if any enrollee plansefvice
does not: include services or supports that aliggh their assessed needs; address health and safety
include goals and preferences; or are not developadcordance with policies and procedures, th@ IC
must redesign the [ICSP within two weeks. This meuire another person-centered planning meetitiy wi
the enrollee and whomever else the enrollee waontsded. The ICO must provide enough notice so that
everyone can attend if they choose. Prior to imeleting the new IICSP, the enrollee must provide
approval. MDCH will monitor the revised IICSP toseme all requirements have been met.

ICOs are required to update the IICSP within twehanths of the previous plan of service, or as seed
change. If any enrollee service plans are not @ubas required and the situation has not alreaely be
remediated, MDCH will require the ICO to condudtee-to-face assessment and update the enrollee’s
[ICSP as necessary within two weeks. The ICO migstgrovide MDCH with documentation that
demonstrates that these updates have been made.

Choice is extremely important in the M| Health LIHKCBS waiver program. During the quality assurance
review process, if a waiver enrollee record dodsbatain a completed and signed freedom of chioice
indicating preference to be in the MI Health Limogram, the ICO will be required to obtain a conplend
signed form specifying that the enrollee was offesiechoice between institutional care and waiverises,
and chose the MI Health Link HCBS waiver prograrne Torm must be sent to MDCH for proof of
documentation and must be added to the enrolleggilated Care Bridge Record. If a waiver enroflee’
record does not indicate choice was offered amasigewr services or providers, the ICO will be reqdito
provide information to the enrollee offering all mer services and providers. The ICO must work \liid
enrollee to provide services they choose when d agists and choice of providers when

possible. Documentation must be provided to MD®@H stored in the enrollee record that proves the
enrollee was given a choice among services andgers: For initial approval for participation ine Ml
Health Link HCBS waiver, MDCH will assure the M| bléh Link HCBS Application Form has been signed,
indicating choice of program, services, and prorgdeave been offered and selected by the

applicant. Enrollment in the MI Health Link HCBSaiver will be pended until this form is completed.

ICOs submit provider monitoring reports to MDCH, avim turn reviews the reports and may request
additional information based on performance. MD@&ly request ICOs take action with their providérs i
they are concerned about their performance orant®m with enrollees. Provider monitoring repais
also reviewed at the quality assurance review. MDay ask ICOs to show how any issues were followed
up on and remediated during those visits. If ngezmgs MDCH may request further corrective acticenglto
resolve outstanding issues.

Enrollee surveys are conducted, and data is aggegad analyzed by the ICOs and MDCH. MDCH
reviews the response rate, summary of resultsysisalf strengths, limitations, other issues, leasrto
implementation and inquire about what ICOs did wfith information they obtained during the surveg an
how it changed their program. MDCH also analybesdata for any trends or possible system improwsne
that can be made locally or statewide.

Immediately after completing the quality assuraresgéew, MDCH conducts on-site exit interviews witie
ICO staff. During these exit interviews, the ICQrevided with a report of all non-evident findingisd a
listing of any findings that require immediate refiadion. The immediate remediation is typically duéhin
two weeks. MDCH also compiles quality assurancéerevindings into reports that are sent to the ICO.
When these reports indicate a need for correctitiera the ICO has 30 days to respond with a ctikrec
action plan.

Corrective action plans should demonstrate thalGliehas:

1. Analyzed all non-evident findings and determipedsible causes;

2. Developed a remediation strategy, including lines, that address and resolve the problems; and

3. Planned ongoing monitoring of remediation atiggi and performance.

ICOs are required to provide evidence of their rdiaiiton strategy by submitting documentation to MRC
This documentation might include training materiaévised policies and procedures, information fiiaff
meetings or case record documentation to supperidirective action plan. MDCH reviews, then either
approves the corrective action plan and documenmtati works with ICO staff to amend the plan to inee
MDCH requirements. MDCH monitors the implementatifreach corrective action plan item to assure the
ICO meets established timelines for implementingexdive action.

. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysisiicluding trend identification)
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| Frequency of data aggregation and analysi
[ (check each that applies):

1)

Responsible Partycheck each that applies

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

ICOs

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does not have all elements of tlait@umprovement Strategy in place, provide timeb to design
methods for discovery and remediation related ¢cabsurance of Service Plans that are currentlyoperational.

No

Yes

Please provide a detailed strategy for assuringi@ePlans, the specific timeline for implementidgntified
strategies, and the parties responsible for itsatios.

MDCH will continue to work to determine final pragses and procedures for specific timeframes fonwhe
discover, remediation, and corrective action mestémpleted by ICOs. This will be completed ptmr
January 1, 2015. MDCH will either submit this infeation to CMS prior to approval of the waiver, or a
amendment to the approved waiver will be submittetthe timeframe arranged by MDCH and CMS.

Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the WaiveuRst:

Yes. This waiver provides participant direction opportunities. Complete the remainder of the Appen
No. This waiver does not provide participant diretion opportunities. Do not complete the remainder of the
Appendix

CMS urges states to afford all waiver participatits opportunity to direct their services. Particigalirection of services
includes the participant exercising decision-makaughority over workers who provide services, atigggant-managed
budget or both. CMS will confer the Independencees Blesignation when the waiver evidences a strongmtment to
participant direction

Indicate whether Independence Plus designation requestec (select one

Yes. The State requests that this waiver be congited for Independence Plus designation.
No. Independence Plus designation is not requested

Appendix E: Participant Direction of Service:
E-1: Overview (1 of 13)

a. Description of Participant Direction. In no more than two pages, provide an overviethefopportunities for
participant direction in the waiver, including: ¢age nature of the opportunities afforded to pgtiats; (b) how
participants ma take advantage of these opportunities; (c) theiestihat suppc individuals who direct thei
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services and the supports that they provide; af)dyther relevant information about the waiver'prapch to
participant direction.

This option, called Self-Determination in Michigarpvides enrollees with the option to direct andtcol their
waiver services through an individual budget. Bees are supported in directing the use of thedwmanprising
their respective individual budgets for servicesigieated in Appendix C. ICO Care Coordinators o8ETSupports
Coordinators work with enrollees to develop andsevndividual budgets. Enrollees have the optibappointing a
representative to assist them with directing thapports and services and obtaining additionastssie through
participation in a peer support group.

ICOs directly provide care coordination and holdtcacts with providers of services that confornfiederal
regulations. As enrollees exercise employer authaeach provider furnishing services is require@xecute a
Medicaid Provider Agreement with the ICO that conie to the requirements of 42 CFR 431.107. Guid#orcself
-determination is provided through MDCH, trainingdaechnical assistance, technical advisories &émet o
documents.

(a) The nature of the opportunities afforded tmtees:

Waiver enrollees have opportunities for both emetauthority and budget authority. Enrollees magebne or
both authorities, and can direct a single servicalmf their services for which enrollee directis an option. The
enrollee may direct the budget and directly contvath qualified chosen providers. The individualdget is
transferred to a fiscal intermediary (this is thBGH term for an agency that provides financial ntyggmaent
services), which administers the funds and makegmpat upon enrollee authorization.

Two options available for enrollees choosing tedity employ workers are the Choice Voucher Sysiech
Agency with Choice. Through the Choice Voucher 8ystthe enrollee is the common law employer andgigés
performance of the fiscal or employer agency funrdito the fiscal intermediary, which processesglbsind
performs other administrative and support functidite enrollee directly recruits, hires and manages
employees. Detailed guidance to ICOs is providetthé Choice Voucher System technical advisorydein
developed by MDCH. In the Agency with Choice modagirollees may contract with an Agency with Chaiod
split the employer duties with the agency. The Beeds the managing employer and has the authtwrigglect,
hire, supervise and terminate workers. As co-englaye agency is the common law employer, whiatdles the
administrative and human resources functions aadiges other services and supports needed by tiolemn The
agency may provide assistance in recruiting anddivorkers. Detailed guidance to ICOs is providethe
Agency with Choice technical advisory being develbpy MDCH. An enrollee may select one or bottiarst
For example, an enrollee may want to use the Chditeher System to directly employ a good friengbtovide
community living supports during the week and Agewnith Choice to provide community living suppods the
weekends.

(b) How enrollees may take advantage of these oppities:

Information on self-determination is provided tbMl Health Link HCBS enrollees. Enrollees inte$in
arrangements that support self-determination 8tarprocess by informing their ICO Care Coordin@okTSS
Supports Coordinator of their interest. The enedllare given information regarding the responsidslj liabilities
and benefits of self-determination prior to thespercentered planning process. An IICSP is develdipeugh this
process with the enrollee, ICO Care Coordinato/@mndT SS Supports Coordinator, and allies chosethby
enrollee. The service plan includes MI Health LiWkBS waiver services needed by and appropriatthéor
enrollee. An individual budget is developed basedhe services and supports identified in the I@BE must be
sufficient to implement the IICSP. The enrolleesstd service providers and has the ability to a¢ha employer of
personal assistants. ICOs provide many optionsrioollees to obtain assistance and support in imgxéing their
arrangements.

(c) The entities that support individuals who dirgir services and the supports that they provide

ICOs are the primary entities that support indiaiduvho direct their own services. The care coatitim function
is provided by the ICO Care Coordinator or LTSS [®@ufs Coordinator. The ICO Care Coordinator or LTSS
Supports Coordinator is responsible for workingwaelf-determination enrollees through the persemeared
planning process to develop an IICSP and an indalidudget. The ICO Care Coordinator responsitne f
obtaining authorization of and monitoring the budaged plan. The ICO Care Coordinator, or LTSS Suspo
Coordinator, and enrollee share responsibilityafesuring that enrollees receive the services totwthiey are
entitled and that the arrangements are implemesrtexbthly.

https://wm+-mmdl.cdsvdc.com/WMS/faces/protected/35/print/Pretastor.js| 10/1/201-



Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201 Pagel31 of 20z

Through its contract with MDCH, each ICO is reqdite offer information and education on participdinection to
enrollees. Each ICO also offers support to eneslia these arrangements. This support can indfidang
required training for workers, offering peer-to-péescussion forums on how to be a better emplayepyoviding
one-on-one assistance when a problem arises.

Each ICO is required to contract with fiscal intexiaries to provide financial management servitas.fiscal
intermediary performs a number of essential taslsuipport participant direction while assuring asdability for
the public funds allotted to support those arrargy@ms

The fiscal intermediary has four basic areas ofgparance:

1) Function as the employer agent for enrolleesctly employing workers to assure compliance wakrpll tax
and insurance requirements;

2) Ensure compliance with requirements relatedanagement of public funds, the direct employmemrartkers
by enrollees;

3) Facilitate successful implementation of the mgeaments by monitoring the use of the budget andiging
monthly budget status reports to the enrollee gethey; and

4) Offer supportive services to enable enrolleesetbdetermine and direct the services and supplely need.
(d) Other relevant information about the waivepgaach to enrollee direction:

MDCH supports a variety of methods for participdinection so that arrangements can be specifitailgred to
meet the enrollee’s needs and preferences.

Appendix E: Participant Direction of Services
E-1: Overview (2 of 13)

b. Participant Direction Opportunities. Specify the participant direction opportunitieatthre available in the waiver.
Select on:

Participant: Employer Authority. As specified iPAppendix E-2, Item athe participant (or the participant's
representative) has decision-making authority ewankers who provide waiver services. The partictpaay
function as the common law employer or the co-epgi@f workers. Supports and protections are abiailfor
participants who exerci this authority.

Participant: Budget Authority. As specified inAppendix E-2, Iltem bthe participant (or the participant's
representative) has decision-making authority @eudget for waiver services. Supports and pratestare
available for participants who have authority oadiudge

Both Authorities. The waiver provides for both participant directmpportunities as specified Appendix E-2
Support and protections are available for participants wkercise these authoriti

c. Availability of Participant Direction by Type of Li ving Arrangement. Check eac that applie:

Participant direction opportunities are available to participants who live in their own private residence or

the home of a family member.
Participant direction opportunities are available to individuals who redile in other living arrangements

where services (regardless of funding source) ararhished to fewer than four persons unrelated to tk
proprietor.
The participant direction opportunities are available to persons irthe following other living arrangements

Specify these living arrangemet

Adult Foster Car and Homes for the Agt
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Appendix E: Participant Direction of Services
E-1: Overview (3 of 13)

d. Election of Participant Direction. Election of participant direction is subject t@ ttollowing policy(select one):

Waiver is designed to support only individuals whavant to direct their services.

' The waiver is designed to afford every participan{or the participant's representative) the
opportunity to elect to direct waiver services. Alernate service delivery methods are available for
participants who decide not to direct their servics.

The waiver is designed to offer participants (orheir representatives) the opportunity to direct sone
or all of their services, subject to the followingcriteria specified by the State. Alternate service
delivery methods are available for participants whadecide not to direct their services or do not meet

the criteria.

Specify the criteria

Appendix E: Participant Direction of Services
E-1: Overview (4 of 13)

e. Information Furnished to Participant. Specify: (a) the information about participant diren opportunities (e.g.,
the benefits of participant direction, participaegponsibilities, and potential liabilities) thatdrovided to the
participant (or the participant's representatieepform decision-making concerning the electiompafticipant
direction; (b) the entity or entities responsitde furnishing this information; and, (c) how andemthis information
is provided on a timely basis.

The ICOs are responsible for providing informatairout participant direction opportunities. Genardrmation
about arrangements that support self-determinéiomade available to all waiver enrollees (new emdent) by
providing them with a general brochure and wittediions how to obtain more detailed information.afta person
receiving waiver services expresses interest itigigaiting in arrangements that support self-deteation, the ICO
Care Coordinator, LTSS Supports Coordinator, oeotiualified provider as selected by the enrold®y has
specific training and expertise in the various apsi available, will assist the enrollee in gainamgunderstanding
about self-determination arrangements and how thogbkt work for the enrollee.

Specific options and concerns such as the berméféarollee-direction, enrollee responsibilitieslgrotential
liabilities are addressed through the person-cedtplanning process. Each enrollee develops arPli@®ugh the
person-centered planning process, which involve®hher allies and the ICO Care Coordinator an8% Bupports
Coordinator as applicable. The IICSP developeduthn this process addresses potential liabilitteensures that
the concerns and issues are planned for and reso®aidelines for person-centered planning anid sel
determination requires that enrollee health andtgaioncerns be addressed.

MDCH provides support and technical guidance to3@@ developing regional capacity and with impleirey
options for participant direction.

(b)The entity or entities responsible for furnighthis information:

The ICOs are responsible for disseminating thisrimfation to enrollees, and the ICO Care Coordirsadod/or

LTSS Supports Coordinators primarily carry out floisction. In addition, MDCH staff provides infortian and
training to provider agencies, advocates and exeslbn self-determination materials.

(c) How and when this information is provided otinaely basis:

This information is provided throughout the enrelfeinvolvement with the ICO. It starts from thé that the

enrollee approaches the ICO for waiver servicesiapdovided with information regarding options faarticipant
direction. Enrollees are to be provided with infation about the principles of self-determinationd &me
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possibilities, models and arrangements involvee gérson-centered planning process is a criticed to address
issues related to participant direction includingtihods used, health and welfare issues, and tiodvgment of
informal supports. Follow-up information and asamste is available at any time to assure that esg@bncerns and
needs are addressed. Self-determination arrangsiinegin when the ICO and the enrollee reach agneeomea the
[ICSP, the funding authorized to accomplish thenpénd the arrangements through which the planbill
implemented. Each enrollee (or the enrollee’s regmtative) who chooses to direct his or her sup@ort services
signs a Self-Determination Agreement with the @@t tclearly defines the duties and responsibilibiethe parties.

Appendix E: Participant Direction of Services
E-1: Overview (5 of 13)

f. Participant Direction by a Representative.Specify the State's policy concerning the directbwaiver services by
a representativéselect one):

The State does not provide for the direction of wiger services by a representative.

' The State provides for the direction of waiver serices by representatives.

Specify the representatives who may direct waieevises:(check each that applies)

Waiver services may be directed by a legal represtative of the participant.
Waiver services may be directed by a non-legal repsentative freely chosen by an adult participant.

Specify the policies that apply regarding the dicetof waiver services by participant-appointed
representatives, including safeguards to ensutdtibaepresentative functions in the best inteséthe
participant:

Informal supports, such as non-legal representfiely chosen by adult enrollees, can be an itapbr
resource for the enrollee. These individuals cafuthe agents designated under a power of attorney o
other identified persons participating in the parsentered planning process. The involvement of a
number of allies in the process ensures that {esentative will work in the best interests of émeollee.
Additionally, the ICO Care Coordinator contacts &meollee on a monthly basis and ensures the esisl|
representative is not authorizing self-determinadises that do not fit the enrollee’s preferenmedo not
promote achievement of the goals contained in tnellee’s ICSP. The ICO Care Coordinator or LTSS
Supports Coordinator assures the enrollee’s [IQ8Mptes independence and community inclusion and
the representative does not act in a manner thdlicts with the enrollee’s stated interests. Ha event
the representative is working counter to the eaeod interests, the ICO Care Coordinator or LTSS
Supports Coordinator is authorized to addresssthgei and work with the enrollee to find an appedpri
resolution.

Appendix E: Participant Direction of Services
E-1: Overview (6 of 13)

g. Participant-Directed Services.Specify the participant direction opportunity (@portunities) available for each
waiver service that is specified as participanéctied in Appendix C-1/C-3.

Participant-Directed Waiver Service | Employer Authority |Budget Authority

Private Duty Nursing

Fiscal Intermediary

Expanded Community Living Supports

Environmental Modifications

Preventive Nursing Services

Non-Medical Transportation

Respite
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Participant-Directed Waiver Service | Employer Authority |Budget Authority

Chore Services

Appendix E: Participant Direction of Services
E-1: Overview (7 of 13)

h. Financial Management ServicesExcept in certain circumstances, financial manaaggrservices are mandatory and
integral to participant direction. A governmentatity and/or another third-party entity must perfonecessary
financial transactions on behalf of the waiver jggyaint. Select one

' Yes. Financial Management Services are furnishedhtough a third party entity. (Complete item E-1-i)
Specify whether governmental and/or private ertitignish these serviceSheck each that applies

Governmental entities
Private entities
No. Financial Management Services are not furnistie Standard Medicaid payment mechanisms are used.
Do not complete Item-1-i.
Appendix E: Participant Direction of Services
E-1: Overview (8 of 13)

i. Provision of Financial Management Service: Financial management services (FMS) may be fuedists a waiver
service or as an administrative activiSelec one:

' FMS are covered as the waiver service specified Appendix C-1/C-3

The waiver service entitled:
Fiscal Intermediary Service:

FMS are provided as an administrative activity.
Provide the following information
i. Types of Entities: Specify the types of entities that furnish FMS #m method of procuring these servic

ICOs contract with private entities to furnish Eismtermediary Services. ICOs must contract witleast
one fisca intermediary that meets the service standards elg¢fimthe Choice Vouch System guidanc

ii. Payment for FMS. Specify how FMS entities are compensated for theiaidtrative activities that they
perform

FMS entities contract with ICOs and are compenshyeithe ICO as a MI Health Link HCBs®rvice throug
the enrollee's individual budg

iii. Scope of FMS Specifythe scope of the supports that FMS entities pro(check each th. applies:

Supports furnished when the participai the employer of direct support worke

Assist participant in verifying support worker citi zenshig status
Collect and process timesheets of supp«workers
Process payroll, withholding, filing and payment éapplicable federal, state and local

employment-related taxes and insurance
Other

Specify
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Conducts background checks on potential self-detertnemployees and verifies employees
receive required provider training.

Supports furnished when the participant exerciselgbt authority:

Maintain a separate account for each participant'articipant-directed budget

Track and report participant funds, disbursementsand the balance of participant funds
Process and pay invoices for goods and servicegpapved in the service plan

Provide participant with periodic reports of experditures and the status of the participant-

directed budget
Other services and supports

Specify:

Additional functions/activities:

Execute and hold Medicaid provider agreements asughorized under a written agreement

with the Medicaid agency
Receive and disburse funds for the payment of padipant-directed services under an

agreement with the Medicaid agency or operating agey
Provide other entities specified by the State witperiodic reports of expenditures and the

status of the participant-directed budget
Other

Specify:

iv. Oversight of FMS Entities. Specify the methods that are employed to: (a) momitd assess the
performance of FMS entities, including ensuringititegrity of the financial transactions that thggrform;
(b) the entity (or entities) responsible for thismtoring; and, (c) how frequently performancessessed.

a) The fiscal intermediary provides monthly budggtorts to the ICO and enrollee. The ICO Care
Coordinator ensures that performance and integfitiie fiscal intermediary are appropriate and ptadge
to the enrollee through person-centered planningtimgs and monthly contacts with the enrollee, and
follows up with the enrollee when budget reportfiéate that budgets are more than 10 percent aver o
under the approved amount.

b) ICOs are responsible for monitoring the perfanoeaof fiscal intermediaries.

c) ICOs review performance of fiscal intermediadgesually.

Appendix E: Participant Direction of Services

-

E-1: Overview (9 of 13)

Information and Assistance in Support of Participart Direction. In addition to financial management services,
participant direction is facilitated when inforn@tiand assistance are available to support patitsgn managing
their services. These supports may be furnishezhleyor more entities, provided that there is ndidafion. Specify
the payment authority (or authorities) under whindise supports are furnished and, where requiredide the
additional information requestédheck each that applies)

Case Management ActivityInformation and assistance in support of particighirection are furnished as an
element of Medicaid case management services.
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Specify in detail the information and assistancs #re furnished through case management for each
participant direction opportunity under the waiver:

Waiver Service Coveragelnformation and assistance in support of particighrection are provided through
the following waiver service coverage(s) specified\ppendix C-1/C-3 (check each that applies):

Participant-Directed Waiver Service Infprmation and Assistance Provided through this Waiver Service Carage)

fate Duty Nursing

anded Community Living Supports

ironmental Modifications

mmunity Transition Services

sonal Emergency Response System

-Medical Transportation

me Delivered Meals

pite

istive Technology

filt Day Program

bre Services

ptive Medical Equipment and Supplieqg

Administrative Activity. Information and assistance in support of particighrection are furnished as an
administrative activity.

Specify (a) the types of entities that furnish eérgsgpports; (b) how the supports are procured ampensated,;
(c) describe in detail the supports that are fuheid for each participant directiompportunity under the waive
(d) the methods and frequency of assessing therpeahce of the entities that furnish these supparid, (e)
the entit or entities responsible for assessing performs

ICOs employ care coordinators who carry out the’83@sponsibility to work with enrollees througteth
person-centered planning process. ICO Care Caatatimwork with enrollees to develop an Individual
Integrated Care and Supports Plan (IICSP) anddiwidtual budget, to obtain authorization of the getland
the IICSP, and to monitor the plan, budget andngeeents made as part of the plan. The care cwioils
make sure that enrollees get the services to whighare entitled and the arrangements are implesden
smoothly. MDCH, or other individuals chosen by MDGHII train ICO Care Coordinators in the detaifsla
processes related to arrangements that suppodetelfmination.

MDCH does not have a different review process fopkees who choose arrangements that support self-
determination. During the review process, MDCHkimat each record selected to ensure the IICSP is
appropriate and payments to providers for sendetisered are made in accordance with the approved
IICSP. While enrollees participating in arrangeisahat support self-determination may use a differ
funding mechanism, and the quality assurance retéaw may have to look at different documentatomn t
verify the appropriateness, MDCH still ensuresappropriateness of budgets, plans, and paymertgwtite
same protocol used for all other records reviewed.

MDCH also reviews all policies, procedures, anarf®used for selfletermination as developed and during
quality assurance review process. MDCH assessgeetf@mance of ICOs on an annual basis using\aegur
audit and a reporting proce
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Appendix E: Participant Direction of Services

k.

E-1: Overview (10 of 13)
Independent Advocacy(select one)

No. Arrangements have not been made for independeadvocacy.

' Yes. Independent advocacy is available to particgnts who direct their services.

Describe the nature of this independent advocacyhaw participants may access this advocacy:

A variety of options for independent advocacy arailable in self-determination. These options ideu
utilizing a network of allies in the person-centeptanning process and obtaining the assistantteedCO
Care Coordinator. Independent advocacy may béstued by an individual or organization of the elaels
choice that does not also provide State Plan ovevaiervices to the enrollee, conduct assessesgage in
other waiver monitoring, oversight, or financiahfitions that would directly affect the participalfithe
enrollee does not know who to contact, the ICO @arerdinator will help the enrollee find some opsdrom
which to choose. The independent advocate maytaissisnrollee in making informed decisions abqitiams
that will work for him or her, are related to hister needs and desires, and appropriately reaflecenrollee’s
particular circumstances; explore availability opports and services, housing, employment, andigedinks
to those resources as necessary; offer trainingactical skills to help the enrollee to live inéagdently,
including assistance with recruiting, hiring, andmaging service providers under arrangements tipgotost
self-determination. If the enrollee utilizes adépendent advocate, the ICO Care Coordinator wileHess of
arole in these areas, though will still be invalvie the enrollee’s case to provide other requoaek
coordination functions.

Appendix E: Participant Direction of Services

E-1: Overview (11 of 13)

Voluntary Termination of Participant Direction. Describe how the State accommodates a participant
voluntarily terminates participant direction in erdo receive services through an alternate sedatigery method,
including how the State assures continuity of sEwiand participant health and welfare during iiuesition from
participant direction:

The enrollee has the choice at any time to modifygaminate his or her arrangements that suppét se
determination. The most effective method for mglkihanges is the person-centered planning procesgkich
individuals chosen by the enrollee work with theadliee and the ICO Care Coordinator or LTSS Support
Coordinator to identify challenges and addresslprob that may be interfering with the success amangement.
The decision of an enrollee to terminate participhrection does not alter the supports and ses\tentified in the
Individual Integrated Care and Supports Plan (IIIC&Pthat event, the ICO has an obligation to assu
responsibility for assuring the provision of thasevices through its network of contracted provatgencies.

Appendix E: Participant Direction of Services

m.

E-1: Overview (12 of 13)

Involuntary Termination of Participant Direction. Specify the circumstances when the State will inrtarily
terminate the use of participant direction and egtlne participant to receive provider-managedises instead,
including how continuity of services and participapalth and welfare is assured during the tramsiti

An ICO may involuntarily terminate participant diten by a person when the health and welfare ektirollee is
in jeopardy or other serious problems are resuftiogn the enrollee’s failure in directing serviaasd supports.
Prior to the ICO terminating an agreement, andasieis not feasible, the ICO informs the enrolteriting of

the issues that have led to the decision to consitlering or discontinuing the arrangement andvigies an
opportunity for problem resolution. Typically, tperson-centered planning process is used to aitiresssues,
with termination being the option of choice if otmautually agreeable solutions cannot be foundOd@rovide
notice to enrollees when it is necessary to tertaittze arrangements that support self-determinationmost cases,
ICOs provide advanced notice. However, if waitiogerminate these arrangements places the eninljeepardy,
the arrangements are terminated immediately andtigéNof Adverse Action is provided. ICOs also\pde
information on how to request a Medicaid Fair Hegyincluding the request form and a self-addregsestage

https://wm+-mmdl.cdsvdc.com/WMS/faces/protected/35/print/Pretastor.js| 10/1/201-



Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201 Pagel3¢€ of 20z

paid envelope.

In any instance of discontinuation or alteratioraafelf-determination arrangement, grievance pnaeedare
available to address and resolve the issues anbdecaanducted in conjunction with the Medicaid Fééarings
process. ICOs must inform the enrollee about thigit to use this process whenever there is a teeszkolve an
issue, or provide notice to the enrollee. Thesleniof the ICO to terminate a self-determinatioragement does
not alter the services and supports identifiedieItCSP. In that event, the ICO has an obligatiotake over
responsibility for providing those services throutghnetwork of contracted provider agencies.

Appendix E: Participant Direction of Services
E-1: Overview (13 of 13)

n. Goals for Participant Direction. In the following table, provide the State's gdalseach year that the waiver is in
effect for the unduplicated number of waiver paptnts who are expected to elect each applicabteipant
direction opportunity. Annually, the State will @pto CMS the number of participants who eledtitect their
waiver services.

Table E-1-n
Employer Authority Only Budget Authority Only or Budge;ﬁltﬁgﬁgi;y in Combin ation with Employer
V\\/(e:ei\;?r Number of Participants Number of Participants
Year 1 500
Year 2 510
Year 3 520
Year 4 530
Year 5 540

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant Direction (1 of 6)

a. Participant - Employer Authority Complete when the waiver offers the employer aitshopportunity as indicate
in ltem E-1-b:

i. Participant Employer Status Specify the participant's employer status undemthizer Select one or bo:

Participant/Co-Employer. The participant (or the participant's represenggtfunctions as the co-

employer (managing employer) of workers who prowidéver services. An agency is the common law
employer of participant-selected/recruited stafl performs necessary payroll and human resources
functions. Supports are available to assis participant in conducting employ-related function:

Specify the types of agencies (a.k.a., agencidsahidice) that serve as co-employers of participant
selecte staff:

In the Agency with Choice model, enrollees servenasaging employers who have the sole
responsibility for selecting, hiring, managing dinohg their workers. Thegency (or otherwise referr
to here as AWC provider) serves as employer ofrckaad is solely responsible for handling the
administrative aspects of employment (such as gsieg payroll; withholding and paying income,
FICA, and unemployment taxes; and securing work&tapensation insurance). In the Agency with
Choice model, enrollees may get help with seledtiryy workers (for example, the AWC provider rr
have a pool of workers available for consideratigrenrollees). The AWC provider may also provide
back-up workers when the enrollee’s regular workert available. Like traditional staffing agersie
the AWC provider may be able to provide benefitastmkers from its administrative funding (such as
paid vacation, sick time, and health insurancef) énaollees cannot provide when directly employing
workers. The Agency with Choice model is also apantant option for enrollees who do not want to
directly employ workers or who want gradually transition into direct employment. Undlee Agenc
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with Choice model, the enrollee maintains as mudhaity and control over the employment process
as he or she desires.

AWC providers must not be fiscal intermediarieggid Inpatient Health Plans, Community Mental
Health Service Programs (CMHSPs), ICOs, and aféitlaagencies or subsidiaries. AWC providers
must be staffing agencies that choose to offer Agevith Choice services and operate as a business,
meets any AWC provider qualification requiremeatsd holds proper professional and business
liability insurance. The AWC provider, the enr@lend each hired worker must have a three-party
agreement that clearly describes the roles andnsdilities of each party.

Participant/Common Law Employer. The participant (or the participant's represendtis the

common law employer of workers who provide waivenvices. An IRS-approved Fiscal/Employer
Agent functions as the participant's agent in perfog payroll and other employer responsibilitieatt
are required by federal and state law. Supportaaagable to assist the participant in conducting
employer-related functions.

ii. Participant Decision Making Authority. The participant (or the participant's represemthas decision
making authority over workers who provide waivenvimes.Select one or more decision making authorities
that participants exercise

Recruit staff

Refer staff to agency for hiring (co-employer)

Select staff from worker registry

Hire staff common law employer

Verify staff qualifications

Obtain criminal history and/or background investigation of staff

Specify how the costs of such investigations arepensated:

The fiscal intermediary is responsible for condugttriminal history reviews for directly employed
personal assistance providers. The cost is udttheir monthly fee.
Specify additional staff qualifications based on articipant needs and preferences so long as such

qualifications are consistent with the qualifications specified in Appendix C-1/C-3.
Determine staff duties consistent with the servicepecifications in Appendix C-1/C-3.

Determine staff wages and benefits subject to Swatimits
Schedule staff

Orient and instruct staff in duties

Supervise staff

Evaluate staff performance

Verify time worked by staff and approve time sheet
Discharge staff (common law employer)

Discharge staff from providing services (co-emplasr)
Other

Specify:

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (2 of 6)

b. Participant - Budget Authority Complete when the waiver offers the budget authopportunity as indicated in
Item E-1-b:
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Participant Decision Making Authority. When the participant has budget authority, indiche decision-
making authority that the participant may exeraser the budgeSelect one or more

Reallocate funds among services included in the Hget

Determine the amount paid for services within theState's established limits

Substitute service providers

Schedule the provision of services

Specify additional service provider qualificationsconsistent with the qualifications specified in

Appendix C-1/C-3

Specify how services are provided, consistent withe service specifications contained in Appendix
C-1/C-3

Identify service providers and refer for provider enrollment

Authorize payment for waiver goods and services

Review and approve provider invoices for servicesendered

Other

Specify:

Appendix E: Participant Direction of Services

E-2: Opportunities for Participant-Direction (3 of 6)

b. Participant - Budget Authority

Participant-Directed Budget Describe in detail the method(s) that are useabtablish the amount of the
participant-directed budget for waiver goods andises over which the participant has authoritgjuding
how the method makes use of reliable cost estimatiormation and is applied consistently to each
participant. Information about these method(s) nestade publicly available.

The individual budget is based on the Individu&tgmated Care and Supports Plan (IICSP) developed
through the person-centered planning process. Titigdi is created by the enrollee, the ICO Care
Coordinator, and LTSS Supports Coordinator, if sngsed. Funding must be sufficient to purchase the
supports and services identified in the IICSP.

A simple methodology using reliable cost estimatitfgrmation is used to develop the budget. Eadygkt
is the sum of the units of services multiplied bg time period covered, multiplied by the ratetfar service
as authorized by the ICO. Due to the variationsdganomic conditions in this geographically divestate,
the state does not set a uniform rate for eachcgerVhis formula allows each enrollee and ICOdgatiate
rates for providers. Typically, when an existil@3P is transitioned to an enrollee-directed sesteobice
arrangements, the overall budget is not more tharosts of delivering the services under the previ
provider-driven set of service arrangements.

An ICO may use a pre-determined amount based olothéusual and customary waiver costs for the
identified services as a starting point for budigtelopment. This amount is based on historiezatibn of
funds by that enrollee. If the enrollee is newtte system, then the pre-determined amount is hgsauthe
average cost of services for individuals who hau@garable needs and circumstances. Where rates fo
services are negotiated, the rates must be suffite the enrollee to access an adequate arrgyatified
providers. If rates are determined by the enrdbielge insufficient, the ICO reviews the budget wvitib
enrollee using a person-centered planning process.

On behalf of the ICO, the ICO Care Coordinator atittes the funds in an individual budget. The IC&eC
Coodinator must share the cost estimating informnatiith the enrollee and his or her allies. Thgéamay
be exceeded for any individual, but the Care Coatdir typically obtains approval from a higher levk
supervision within the ICO for those higher increnseof cost. The ICO is responsible for monitorihg
implementation of the budget and making adjustmastsecessary to ensure that the budget is suilficie
accomplish the plan and maintain the health anéawne=bf the enrollee. To this end, the fiscal intediary
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provides monthly reports on budget utilizationtie enrollee and the ICO. The ICO Care Coordinator
expected to review the status of each assignediegimindividual monthly budget utilization repamnd
confers with the enrollee as necessary to suppodess with implementing the budget and obtaineegded
services.

Budget development occurs during the person-cathf@emning process and is intended to involve the
enrollee’s chosen family members and allies. Rtanfor supports and services precedes the developm
of the individual budget so that needs and prefagman be accounted for in ICSP development witho
arbitrarily restricting options and preferences thueost considerations. An individual budgetas n
authorized until both the enrollee and the ICO haxyeeed to the amount and its use. In the eventtiba
enrollee is not satisfied with the authorized indidal budget, the person-centered planning processbe
reconvened. If the person-centered planning peoisesot acceptable, the enrollee may utilize tiernal
grievance procedure of the waiver agency or fiteeftVledicaid Fair Hearing.

Guidance provided to enrollees by ICOs:

MDCH uses a retrospective zero-based method fagldping an individual budget. This means the amount
of the individual budget is determined by costing the services and supports in the IICSP, after th
development of an IICSP meeting the individual'sseand goals. Budgeting worksheets are proviged b
MDCH to uniformly calculate budgets. The enrolleel ¢he ICO agree to the amounts of the individual
budget before the ICO authorizes it for use byethellee. The ICO explores options in terms of grefices
as well as costs with the enrollee with the aimdimsangements that improve value.

The ICO ensures that all waiver enrollees have aningful copy of the IICSP and the individual butdge
The ICO also ensures the provision of a monthlydp®y report based on the individual budget andises
used. The ICO follows up with enrollees when spegdias a variance of 10% above or below the total
monthly budget.

The enrollee and his or her allies are fully invaahin the budget development process and the earoll
understands the options and limitations for ushegftinds in the individual budget to obtain thevems and
supports in the service plan. The ICO Care Cootdiriaforms enrollees in writing of the options fand
limitations on, flexibility and portability. ICOs ust inform enrollees as to how, when, and what kihd
changes they can make to their individual budgétaut support coordinator approval and when such
changes require approval.

Fair Hearing Process:
The ICO would send the enrollee a Notice of Advekston if their request for a budget adjustmenswa
denied or reduced. These letters give instructimmBow to file an appeal and request a Fair

Hearing. Information on how to file an appeallsoancluded in the Ml Health Link Enrollee Handlxoo

Each ICO also has its own internal grievance p®test the enrollee can use in conjunction witihdila
hearing request.

Public Information:

This information is provided to all enrollees wHmose self-direction. Any enrollee could request th
information from the ICO.

Appendix E: Participant Direction of Services

E-2: Opportunities for Participant-Direction (4 of 6)

b. Participant - Budget Authority

Informing Participant of Budget Amount. Describe how the State informs each participathefamount of
the participant-directed budget and the procedoyeshich the participant may request an adjustriretiie
budget amount.

Materials provided by the ICO include written infoation on the development of the individual
budget. During the planning process, an enrofiggavided clear information and an explanationwfent
service costs and allotments, along with informatiwat provides guidance on developing and utijzin
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provider rates that would be applied by the eneofiaring individual budget implementation.

The enrollee’s ICO Care Coordinator or LTSS Supmp@adordinator provides assistance to the enratiee i
understanding the budget and how to utilize ite €hrollee may seek an adjustment to the individudbet
by requesting this from their ICO Care CoordinapLTSS Supports Coordinator. The ICO Care
Coordinator or LTSS Supports Coordinator assigsrtividual in convening a meeting that includess t
enrollee’s chosen family members and allies, asdras facilitation of a person-centered planniraress to
review and reconsider the budget. A change irbtltget is not effective unless the enrollee and@it
authorize the change.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (5 of 6)

b. Participant - Budget Authority

iv. Participant Exercise of Budget Flexibility. Select one

Modifications to the participant directed budget nust be preceded by a change in the service
plan.

' The participant has the authority to modify the sevices included in the participant directed
budget without prior approval.

Specify how changes in the participant-directeddgetidire documented, including updating the service
plan. When prior review of changes is requireddrtain circumstances, describe the circumstanags an
specify the entity that reviews the proposed change

Guidance provided to enrollees outlines the optfon$lexible application of the individual budget,
with the expectation that the use of budgeted famd<o acquire and direct the provision of seiwice
and supports authorized in the IICSP. These ogfiociude:

a. Service authorizations allow flexibility acragse periods (e.g. month, quarter, etc.) so thadleees
may schedule providers to meet their needs acaptditheir preferences and individual
circumstances. In situations where actual utilirais not exactly the same as initially planned
utilization, no notification is necessary on thetyd the enrollee. The enrollee must be ablehifi s
funds between line items as long as the funding parythe supports and services identified in the
IICSP. Enrollees may negotiate rates with providleas are different from the rates that the budget
based upon, so long as the enrollee remains wtitleimverall framework of their respective
budgets. These utilization patterns and actudldifferences appear in monthly budget reports
provided by the fiscal intermediary. The ICO C@aordinator is expected to review monthly budget
reports and interact with the enrollee to assuaeithplementation is occurring successfully. Whean
enrollee is intending to significantly modify thelative amount of services in comparison to thiinp
they are expected to inform the fiscal intermedimg the ICO Care Coordinator.

b. When a enrollee wants to significantly altex g§oals and objectives in the service plan or abtai
authorization of a new service that effects allmeaof funds within the budget, the adjustment nhest
considered through the person-centered planningegsoand mutually agreed upon by the ICO and
enrollee, even if the overall budget amount dogéxhange. The changes are reflected in the IIC8P an
individual budget and appended to the enrolleelsBetermination Agreement.

c. When the enrollee is not satisfied with theSRCand individual budget that result from the perso
centered planning process, the enrollee may recenagerson-centered planning meeting, file a Fair
Hearing request, or utilize an informal grievancecedure offered by the ICO.

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant-Direction (6 of 6)

b. Participant - Budget Authority
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v. Expenditure Safeguards.Describe the safeguards that have been establish#te timely prevention of the
premature depletion of the participant-directeddmidr to address potential service delivery proigi¢hat
may be associated with budget underutilizationthedentity (or entities) responsible for implemagtthese
safeguards:

The fiscal intermediary provides monthly reportbtdh the enrollee and the ICO and flags over dieun
expenditures of ten percent in any line item inlihdget. This procedure helps ensure that thegsantve
sufficient notice to take action to manage an @xgrenditure before the budget is depleted anddaany
threats to the enrollee's health and welfare tteat be indicated by an under expenditure. The ICe& Ca
Coordinator is responsible for monitoring the rép@nd the arrangements to ensure that the enisllee
obtaining the supports and services identifieche[tCSP. Any party can use the report to con\eeperson
-centered planning meeting to address an issueedela expenditures.

Appendix F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

The State provides an opportunity to request alfaaring under 42 CFR Part 431, Subpart E to iddiads: (a) who are not
given the choice of home and community-based seswvas an alternative to the institutional careifipdan Item 1-F of the
request; (b) are denied the service(s) of theifaghor the provider(s) of their choice; or, (c) whaservices are denied,
suspended, reduced or terminated. The State pwiotice of action as required in 42 CFR 8§431.210.

Procedures for Offering Opportunity to Request a F& Hearing. Describe how the individual (or his/her legal
representative) is informed of the opportunityequest a fair hearing under 42 CFR Part 431, StuBp&pecify the notice
(s) that are used to offer individuals the oppatiuto request a Fair Hearing. State laws, regoifetj policies and notices
referenced in the description are available to G8n request through the operating or Medicaid egen

Enrollees have the right to a Fair Hearing whely #ive denied eligibility (for the MI Health Link HES waiver only, the
MI Health Link 1915(b) waiver, or Medicaid in gear denied choice of providers, or when servicagehbeen denied,
suspended, reduced or terminated. When deniapessions, reductions, or terminations occur, |@Gllgrovide the
enrollee with a Notice of Adverse Action. This ietof Adverse Action is a single, integrated fdonAppeals related to
Medicare and Medicaid supports and services origess and must include the following components:

* The action the ICO has taken or intends to take;

 The reasons for the action explained in termsdhaeasy for the enrollee to understand;

* The citation to the supporting regulations;

* The enrollee’s, provider’s or authorized repreative’s right to file an internal Appeal with th€O and that exhaustion
of the ICO’s internal Appeal processes is a pres#guto filing an External Appeal to Medicare foMedicare service or
filing an external review (Patient’s Right to Indelent Review Act (PRIRA)) with DIFS for a Medicaervice;

» The enrollee’s or authorized representative’btrig file an External Appeal with Michigan Admitrative Hearing
System (MAHS) concurrent to the filing of an intekappeal with the ICO for Medicaid services.

* Procedures for exercising enrollee’s rights tpesg;

 The enrollee’s right to request a State Fair khgain accordance with MCL 400.9,

» Circumstances under which expedited resolutiavalable and how to request it;

» The enrollee’s right to request an independerieve of a Medicaid service with the DIFS in the iementation of
PRIRA, MCL 550.1901-1929; and

« If applicable, the enrollee’s rights to have Héeecontinue pending the resolution of the appaad the circumstances
under which the enrollee may be required to paytsts of these services.

Internal or Initial Appeals for Medicaid servicerigs will be made to the ICO and/or MAHS. If t1&0’s decision is
sustained in the Initial Appeal, the enrollee mpgeal to MAHS as long as it is within the 90 dafthe Notice of Adverse
Action. All Appeals must be resolved by the ICCeapeditiously as the enrollee’s condition requitasg,always within 30
calendar days of the request for standard appsadswithin 72 hours of the request for expeditegeaps. This timeframe
may be extended up to 14 days if the party or @atan show there is a need for the delay andhnittiee enrollee’s best
interest. MAHS will resolve appeals as expeditipas the enrollee’s condition requires, but alwajthin 90 calendar
days of the received request.

The ICO must continue to provide benefits for albpapproved benefits (excluding Medicare Partti are terminated
or changed pending ICO Internal Appeals. Forgleals filed with MAHS, ICOs must continue to cobenefits for
requests received within 12 calendar days of thicB@f Adverse Action. In circumstances wherettiree for a standard
appeal is too long and may seriously jeopardizeetirellee’s life, health, or ability to attain, m#ain, or regain maximum
function, the ICO or the enrollee’s provider maguest an Expedited Appeal. If the Expedited Apjedenied, the
appeal request is moved to the standard appediréime and attempts must be made to notify the kEerainmediately and
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also provide the enrollee with written notice of tihenial within two calendar days.

All appeal decisions must be in writing and mustude, but not be limited to, the decision that weeched and the date of
the decision. If the appeal decision is not elgtiire favor of the enrollee, the following informiah must be included in the
notification to the enrollee: 1) the right to regtia State Fair Hearing and how to do so withén9ih calendar days
timeframe, 2) the right to receive benefits if theernal Appeal was received within 12 calendarsdafythe Notice of
Adverse Action, and 3) the right to request exteragew through PRIRA and DIFS and how to do so.

If an appeal involves either a Medicaid only or Néade/Medicaid overlapping benefit with either O or PIHP, the
enrollee may ask for the state fair hearing befdueing or after the ICO or PIHP internal appealgeiss. For appeals
involving Medicare and Medicaid overlapping berefénrollees may file an appeal through eitheMkdicare or
Medicaid appeals processes or both.

If an appeal involves an ICO Medicaid only benafitl the enrollee chooses to appeal through thei§intDepartment of
Financial and Insurance Services, Patient Rightdependent Review Act, external review, the eemlhust first exhaust
the ICO appeal process.

Initial appeals for Medicare service denials, reuns and terminations will be made to the ICOstamed decisions will
be auto-forwarded to the Medicare Independent Refgrtity (IRE). Enrollees will be able to requedtearing before an
Office of Medicare Hearings and Appeals (OMHA) adisirative law judge for decisions sustained bylRig.

Payments for services covered during a pendingadpy# not be recouped based on the outcome offpeal.

Additionally, the Enrollee Handbook (or Member Handk, the alternative name) which is provided tméees upon
enrollment will also describe the entire appeatgpss including the State Fair Hearing process.

Additional details about fair hearings for Medicared Medicaid are included in the three-way comtrac

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process.Indicate whether the State operates another disput
resolution process that offers participants theoofumity to appeal decisions that adversely affleeir services while
preserving their right to a Fair Hearirelect one:

No. This Appendix does not apply
Yes. The State operates an additional dispute relstion process

b. Description of Additional Dispute Resolution Proces. Describe the additional dispute resolution process
including: (a) the State agency that operates tbegss; (b) the nature of the process (i.e., puresdand
timeframes), including the types of disputes adsirdghrough the process; and, (c) how the righthedicaid Fair
Hearing is preserved when a participant electsakenuse of the process: State laws, regulatiomspalicies
referenced in the description are available to G8n request through the operating or Medicaid egen

The grievance and appeal process must follow tbegsis described in the Three-Way Contract and M@ilith
include the Medicare and Medicaid processes. Reagints under the MI Health Link 1915(b) waiveoaisust be
met.

If an appeal involves either a Medicaid only or Néade/Medicaid overlapping benefit with either O or PIHP,
the enrollee may ask for the state fair hearingtegfduring or after the ICO or PIHP internal apgeacess. For
appeals involving Medicare and Medicaid overlappiegefits, enrollees may file an appeal througheeithe
Medicare or Medicaid appeals processes or both.

If an appeal involves an ICO Medicaid only benafitl the enrollee chooses to appeal through theiftinh
Department of Financial and Insurance ServiceseRaRight to Independent Review Act, external ewithe
enrollee must first exhaust the ICO appeal process.

Initial appeals for Medicare service denials, raauns and terminations will be made to the ICOstaimed
decisions will be auto-forwarded to the Medicarddpendent Review Entity (IRE). Enrollees will bdeato request
a hearing before an Office of Medicare Hearings Apdeals (OMHA) administrative law judge for deociss
sustained by the IRE.

https://wm+-mmdl.cdsvdc.com/WMS/faces/protected/35/print/Pretastor.js| 10/1/201-



Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201 Pagel4Et of 20z

The Medicaid Fair Hearing process:

Enrollees have the right to a Fair Hearing whery tive denied eligibility (for the Ml Health Link 815(b)/(c)
waiver only, the Ml Health Link 1915(b) waiver, Bredicaid in general), denied choice of providersyben
services have been denied, suspended, reducednimaged. When denials, suspensions, reductions, o
terminations occur, ICOs will provide the enrollgigh a Notice of Adverse Action. This Notice of ¥etse Action
is a single, integrated form for Appeals relatediiedicare and Medicaid supports and services origeos and
must include the following components:

* The action the ICO has taken or intends to take;

 The reasons for the action explained in termsdhaeasy for the enrollee to understand;

» The citation to the supporting regulations;

 The enrollee’s, provider’s or authorized repréatve’s right to file an internal Appeal with th€O and that
exhaustion of the ICO’s internal Appeal processen prerequisite to filing an External AppeaMedicare for a
Medicare service or filing an external review (Batis Right to Independent Review Act (PRIRA)) widtFS for a
Medicaid service;

» The enrollee’s or authorized representative’btrig file an External Appeal with Michigan Admitrigtive
Hearing System (MAHS) concurrent to the filing ofiaternal appeal with the ICO for Medicaid sergice

* Procedures for exercising enrollee’s rights tpesg;

 The enrollee’s right to request a State Fair kgain accordance with MCL 400.9,

« Circumstances under which expedited resoluti@viaslable and how to request it;

 The enrollee’s right to request an independerieve of a Medicaid service with the DIFS in the iementation of
PRIRA, MCL 550.1901-1929; and

« If applicable, the enrollee’s rights to have H#eeontinue pending the resolution of the appaad] the
circumstances under which the enrollee may be reduo pay the costs of these services.

Internal or Initial Appeals for Medicaid servicenigs will be made to the ICO and/or MAHS. If tl&0’s

decision is sustained in the Initial Appeal, theolee may appeal to MAHS as long as it is withie 80 days of the
Notice of Adverse Action. All Appeals must be resal by the ICO as expeditiously as the enrolleetsddion
requires, but always within 30 calendar days ofrdwiest for standard appeals, and within 72 hofuttse request
for expedited appeals. This timeframe may be elddrup to 14 days if the party or parties can stimre is a need
for the delay and it is in the enrollee’s bestiegt. MAHS will resolve appeals as expeditiousyttee enrollee’s
condition requires, but always within 90 calendayslof the received request.

The ICO must continue to provide benefits for albpapproved benefits (excluding Medicare Parttizt are
terminated or changed pending ICO Internal Appekls:. all appeals filed with MAHS, ICOs must coniinto
cover benefits for requests received within 12 madde days of the Notice of Adverse Action. In aimstances
where the time for a standard appeal is too lormgraay seriously jeopardize the enrollee’s life,Ithear ability to
attain, maintain, or regain maximum function, t&®Il or the enrollee’s provider may request an Expddi
Appeal. If the Expedited Appeal is denied, theesgdpequest is moved to the standard appeal timefiend
attempts must be made to notify the enrollee imatetli and also provide the enrollee with writteticeof the
denial within two calendar days.

All appeal decisions must be in writing and mustude, but not be limited to, the decision that weeched and the
date of the decision. If the appeal decision isemtirely in favor of the enrollee, the followimgformation must be
included in the natification to the enrollee: kg tright to request a State Fair Hearing and hosoteo within the
90 calendar days timeframe, 2) the right to recbimeefits if the Internal Appeal was received withP calendar
days of the Notice of Adverse Action, and 3) thghtito request external review through PRIRA anB®and how
to do so.

Payments for services covered during a pendingadpy# not be recouped based on the outcome o&fipeal.
Additionally, the Enrollee Handbook (or Member Handk, the alternative name) which is provided tobees
upon enrollment will also describe the entire afgppeocess including the State Fair Hearing proeeskswho to

contact if the enrollee has questions or wantdémther complaints.

Any dispute resolution or grievance process isanpite-requisite or substitute for a Fair Hearingegx for the ICO
internal appeal when the indivdual chooses to dpheaugh DIFS as mentioned above.
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Appendix F: Participant-Rights
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint SystemSelect one:

' No. This Appendix does not apply

Yes. The State operates a grievance/complaint sgst that affords participants the opportunity to regster
grievances or complaints concerning the provisionfeservices under this waiver

b. Operational Responsibility. Specify the State agency that is responsible ®iofheration of the grievance/complaint
system:

c. Description of SystemDescribe the grievance/complaint system, includ{ayjthe types of grievances/complaints
that participants may register; (b) the processtenelines for addressing grievances/complaintd; &) the
mechanisms that are used to resolve grievanceslaon® State laws, regulations, and policies mfeed in the
description are available to CMS upon request tiinadhe Medicaid agency or the operating agencgp(iicable).

Appendix G: Participant Safeguards
Appendix G-1: Response to Critical Events or Incidets

a. Critical Event or Incident Reporting and ManagementProcess.Indicate whether the State operates Critical Event
or Incident Reporting and Management Process tiadiles the State to collect information on sentiwvents
occurring in the waiver prograelect one:

' Yes. The State operates a Critical Event or Inciddg Reporting and Management Procesgcomplete Items b
through e

No. This Appendix does not applyfdo not complete Items b througt

If the State does not operate a Critical Eventoident Reporting and Management Process, dedtigbe
process that the State uses to elicit informatiothe health and welfare of individuals served tigiothe
program

b. State Critical Event or Incident Reporting Requirements.Specify the types of critical events or incidents
(including alleged abuse, neglect and exploitattba) the State requires to be reported for rexaad follow-up
action by an appropriate authority, the individuatsl/or entities that are required to report suants and incidents
and the timelines for reporting. State laws, retioies, and policies that are referenced are avait@bCMS upon
request through tl Medicaid agency or the operating agency (if applieg

The types of critical incidents that MDCH requitese reported for review and follow-up action are:

Exploitation - An action by an employee, voluntemragent of a provider that involves the misappetipn or
misuse of an enrollee's property or funds for thedfit of an individual or individuals other thdretenrollee.

lllegal activity in the home with potential to c&ua serious or major negative event — Any illegéivay in the
home that puts the enrollee or the providers cornitgythe home at risk.

Neglect- Acts of commission or omission by an employeduntzer, or agent of a provider that result from
noncompliance with a standard of care or treatmeuired by law or rules, policies, guidelines,tten directives,
procedures, or Individual Integrated Care and StpgRians that cause or contribute to non-seribysipal harm
or emotional harm, death, or sexual abuse of, sepbysical harm to ¢ enrollee, or the intentional, knowing
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reckless acts of omission or deprivation of esaéngeds (including medication management).

Physical abuse - The use of unreasonable forcen @mmllee with or without apparent harm. Includaseasonable
confinement (physical or chemical restraints, ssoly, and restrictive interventions).

Provider no shows - Instances when a providerhiedigled to be at an enrollee’s home but does moeand back-
up service plan is either not put into effect aisfto get an individual to the enrollee’s homaitimely manner.
This becomes a critical incident when the enradeed bound or in critical need and is dependardthbers.

Sexual abuse - (i) Criminal sexual conduct as eeffiny sections 520b to 520e of 1931 PA 318, MCLYHWb to
MCL 750.520e involving an employee, volunteer, gert of a provider and an enrollee.

(i) Any sexual contact or sexual penetration img an employee, volunteer, or agent of a departroperated
hospital or center, a facility licensed by the dépant under section 137 of the act or an adutefosare facility
and an enrollee.

(iif) Any sexual contact or sexual penetration ilwiag an employee, volunteer, or agent of a provatel an
enrollee for whom the employee, volunteer, or ageavides direct services.

"Sexual contact" means the intentional touchinthefenrollee's or employee's intimate parts otdhehing of the
clothing covering the immediate area of the eneddl®r employee's intimate parts, if that interdgidouching can
reasonably be construed as being for the purposexafal arousal or ratification, done for a seyuapose, or in a
sexual manner for any of the following:

(i) Revenge.

(i) To inflict humiliation.

(iii) Out of anger.

"Sexual penetration” means sexual intercourse,ittagus, fellatio, anal intercourse, or any otharusion,
however slight, of any part of a person's bodyfarmny object into the genital or anal openingsrafther person's
body, but emission of semen is not required.

Theft - A person intentionally and fraudulently éaskpersonal property of another without permissioconsent and
with the intent to convert it to the taker's uselliding potential sale).

Verbal abuse - Intimidation or cruel punishment tteuses or is likely to cause mental anguish atiemal harm.

Worker consuming drugs or alcohol on the job — bfsany drugs or alcohol that would affect the diai of the
worker to do his or her job.

Suspicious or Unexpected Death - That which doé¢sorur as a natural outcome to a chronic condiiog.,
terminal iliness) or old age. These incidents direncalso reported to law enforcement.

Medication errors - Wrong medication, wrong dosatgeible dosage, or missed dosage which resultéddth or
loss of limb or function or the risk thereof.

ICOs have first line responsibility for identifyingvestigating, evaluating and follow-up of craldncidents that
occur with enrollees as listed above. ICOs mainpaiicies and procedures defining appropriateoastio take
upon suspicion or determination of abuse, negledtexploitation. ICOs establish local reportingqadures, based
on MDCH requirements, for all complaints and catimcidents that jeopardize or potentially jeopzedhe health
and welfare of enrollees conveyed and detecteC®s| provider agencies, individual workers, indejser
supports brokers and enrollees and their allie®CM reviews and approves these reporting procedures

Michigan Public Act 519 of 1982 (as amended) maesi#hiat all human service providers and health care
professionals make referrals to the Departmentwhah Services Adult Protective Services (DHS-ARS)when
the professional suspects or believes an adu#tirgbabused, neglected, or exploited. The VulderAdult Abuse
Act (P.A. 149 of 1994) creates a criminal chargeaadilt abuse for vulnerable adults harmed by agiege 1COs
also must report suspected financial abuse pdfittacial Abuse Act (MCL 750.174a). Policies andgadures
that ICOs develop must include procedures for #ligp activities with DHS-APS to determine the résilthe
reported incident and next steps to be taken if¢kalts are unsatisfactory. All reports of thepgased abuse,
neglect or exploitation, as well as the referraDtéS-APS, must be maintained in the participardseaecord.

Timeframes are as follows:

ICOs should begin to investigate and evaluatecatiincidents with the enrollee within two businésys of
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identification that an incident occurred. Suspisi@r unexpected death that is also reported tetdarcement
agencies must be reported to MDCH within two bussngays.

ICOs are responsible for tracking and respondingdividual critical incidents using the Criticaldident Reporting
system. ICOs are required to report the type dicatiincidents, the responses to those incidemtd,the outcome
and resolution of each event within 30 days ofdag of incident. The online system allows MD@Hdview the
reports in real time and ask questions or addressezns with the ICOs.

For enrollees who are also receiving supports andces through the PIHP for behavioral health,
intellectual/developmental disability, or substanse needs, ICOs are required to obtain critigatiant reporting
information on a monthly basis for critical incidemeported by the PIHP via the critical incidegparting system
that exists between PIHPs and MDCH. ICOs are redud ensure the incidents have been investigated
appropriate.

c. Participant Training and Education. Describe how training and/or information is provdde participants (and/or
families or legal representatives, as approprie@@gcerning protections from abuse, neglect, antbéagion,
including how participants (and/or families or leggpresentatives, as appropriate) can notify gmete authorities
or entities when the participant may have expesdrabuse, neglect or exploitation.

The State will train ICOs, and ICOs will train geippants and their families or legal representatioa how to
identify and report suspected abuse, neglect apkbigation, including where to report incidentsy.elCOs, DHS-
APS, and local law enforcement agencies. The trgitakes place during face to face interviews wittollees
either during person-centered planning meetingsesssnent visits or follow-up meetings. The tragrimsupported
by information provided to each enrollee upon waerollment, and when requested or otherwise atdit
thereafter. This training is conducted by carerdmators initially during enroliment and initiaepson-centered
planning or assessment, and annually thereaftexinifg is provided more frequently when thereni¢ation that
it may be needed. Enrollees are also informeddia coordinators are mandated to report suspeutitnts of
abuse to the DHS-APS and to MDCH through incideahagement reports.

d. Responsibility for Review of and Response to Critel Events or Incidents.Specify the entity (or entities) that
receives reports of critical events or incidentscsiied in item G-1-a, the methods that are empdageevaluate such
reports, and the processes and time-frames foonelspg to critical events or incidents, includirmpducting
investigations.

ICOs manage critical incidents at the local levéCOs are responsible to receive reports of @liiccidents and
ensure the immediate health and welfare of thelleerorhe ICO must also report to the followingites:

Exploitation - Required to report to APS, MDCH

Neglect - Required to report to APS, MDCH

Verbal abuse - Required to report to APS, MDCH

Physical abuse - Required to report to APS, MDCH

Sexual abuse - Required to report to APS, MDCH

Theft - MDCH

Provider no shows, particularly when enrollee id beund all day or there is a critical need - MDCH

lllegal activity in the home with potential to ca&ua serious or major negative event - local autiesfpolice,
MDCH

Worker consuming drugs/alcohol on the job - MDCH

Suspicious or Unexpected Death - Death should perted to law enforcement if it is a suspicioustdgmossibly
linked to abuse or neglect. These types of incalenist also be reported to MDCH within two busindssgs of the
ICO receiving the notice.

Medication errors - MDCH
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ICOs begin to investigate and evaluate criticaldants with the enrollee within two business dafyglentification
that an incident occurred. 1COs are expecteduestigate a critical incident until the enrolleen@longer in
danger. This may include a removal of the serviowider effective the date of the incident or itymavolve
securing an alternate guardian for the enrolledghvinay take several weeks or months. For thisoreadDCH
does not require cases be resolved within a spdiifeframe. Cases are only resolved when the leetslhealth
and welfare is assured to the extent possible givernrollee's informed choice for assuming risi@wvever,
MDCH expects to see an attempt at a resolutioninvBB days from the date the incident is reportethe 1ICO
does not appear to be resolving the issue in dytimanner, MDCH will contact the ICO to get additad
information and provide assistance in resolvingdtigcal incident when possible.

Each ICO is required to maintain written policy gdcedures defining appropriate action to takenupgspicion of
abuse, neglect or exploitation. This includes idging and evaluating each incident, initiating peation strategies
and interventions approved by enrollees to redu@liorate further incidents, and follow-up, taand compile
mandatory critical incident reports. The policiesl @rocedures must include procedures for follovaciivities
with DHS-APS and law enforcement to determine #salt of the reported incident and the next stefsettaken if
the results are unsatisfactory.

The enrollee and any chosen family or allies aatgd on the investigation as it progresses. |G eunicate
with the enrollee and family or allies at a minimofmmonthly via telephone, but more often as upslateactions
occur with the critical incident. Remediation ofritical incident often includes changing serviceproviders. Care
coordinators use a person-centered planning apipreglc enrollees when suggesting and selectingouaroptions
to ensure the health and welfare of enrollees.

MDCH evaluates and trends the incident reports sitdsainby the 1ICOs. Analysis of the strategies emetbby the
ICOs in an attempt to reduce or ameliorate incislémm reoccurring is conducted to ensure that aaleq
precautions and preventative measures were takexining is provided to the ICOs as necessary twatk staff on
abuse and to strengthen preventive interventiodstategies.

e. Responsibility for Oversight of Critical Incidents and Events.ldentify the State agency (or agencies) responsible
for overseeing the reporting of and response tatiincidents or events that affect waiver papants, how this
oversight is conducted, and how frequently.

MDCH is the state agency responsible for oversigineporting and response to critical incidents.

ICOs are required to input critical incidents itit@ online critical incident reporting system. Afitical incident
reports must include location of incident, providerolved (if applicable), reporting person, infation about the
enrollee, a description of each incident, acti@pst strategies implemented to reduce and preuanefincidents
from recurring and follow-up activities conductéadugh the resolution of each incident. ICOs mnigiaily enter
incidents in the system within 30 days of the ddtthe incident. MDCH has access to the criticaldent reporting
system where they can review reports and followvith questions or address concerns with the ICaduding
guestions on missing information or completenesk®feport.

It is required that ICOs report suspicious or urested deaths to MDCH within two business days. Tdaynotify
MDCH via phone, email or the critical incident refiog system and must follow-up with the formal oejpdue
within 30 days of the date of incident.

MDCH monitors and reviews report submissions. MD@Mews, evaluates, and trends individual and summma
incident reports submitted by the ICOs at a mininafravery quarter. MDCH reviews reports that inwproviders
and alert ICOs if a trend is discovered so new jdierg can be secured, if necessary. Analysis oftitaegies
employed by ICOs in an attempt to reduce or preiandents from reoccurring is conducted to ensbieg
adequate precautions and preventative measuresakemre MDCH verifies that ICOs use appropriatatesl
planned services and supportive interventions éoqt future incidents. Training is provided to I€&s necessary
to educate staff on abuse and to strengthen piigeanterventions and strategies. MDCH also vesifieat ICOs
report incidents of abuse, neglect and exploitatiothe Michigan Department of Human Services (D&t
Protective Services (APS) as required.

Aggregate reports are created and shared with E2@svith the M| Health Link Advisory Committee aady

quality subcommittee that may develop to assigdémtifying trends or issues that need to be adasystem-wide
to prevent or reduce future occurrences.
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Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints an&estrictive Interventions
(1 of 3)

a. Use of Restraints (Select one)(For waiver actions submitted before March 2014p@nses in Appendix G-2-a will
display information for both restraints and sectrsi For most waiver actiorsubmitted after March 2014, respon
regarding seclusion appear in Apper G-2-c.)

' The State does not permit or prohibits the use aokstraints

Specify the State agency (or agencies) responfsiblietecting the unauthorized use of restraintstaw this
oversight i conducted and its frequen

MDCH has qualified reviewers to conduct annuals mviews and home visits . MDCH reviews a
representative sample of case records during thktgivecord and site reviews. If a reviewer firatgy
situations that would classify as a critical ineitler use of restraints, seclusions or restridtierventions in
the file, they will confirm to see if the ICO sultted a report. If there was not a report, MDCH ldazonsider
this a non-evident finding and would require an ietiiate corrective action to address the specifiical
incident identified, as well as a plan to prevért tack of reporting from occurring again.

Care coordinators also discuss the waiver prograarsarvices with enrollees during monthly contaé&sy
concerns or issues communicated at that time areulhly vetted and instances of restraint usage ar
discusse(

The use of restraints is permitted during the couse of the delivery of waiver services€Complete Items G-2-
a-i and C-2-a-ii.

i. Safeguards Concerning the Use Restraints. Specify the safeguards that the State has edtetlis
concerning the use of each type of restraint fersonal restraints, drugs used as restraintdianéal
restraints). State laws, regulations, and politias are referenced are available to CMS upon stque
througt the Medicaid agency or the operating agency (ifiagple)

ii. State Oversigh Responsibility. Specify the State agency (or agencies) respon&ibleverseeing the
use of restraints and ensuring that State safeguamterning their use are followed and how such
oversight is conducted and its frequel

Appendix G: Participant Safeguard:

Appendix G-2: Safeguards Concernin Restraints and Restrictive Interventions
(2 of 3)

b. Useof Restrictive Interventions. (Select one:

' The State does not permit or prohibits the use akstrictive interventions

Specify the State agency (or agencies) responigibldetecting the unauthorized use of restrictiveriventions
and how this oversight is conducted an frequency

MDCH prohibits providers from using restrictive éntentions as part of the provision of Ml Healtimlki

HCBS waiver services. Lap belts used to keep sopesecure in their wheelchair can only be used if

enrollee requests this item through the personecedtplanning process and it is clearly documeintéioe
enrollee's Individual Integrated Care and Supp@ids.

MDCH has qualified reviewers conduct annual site reviews laowhe visits. Part of this process is a discov
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process to examine the use of restrictive intefgantby family and informal caregivers. MDCH rewviea
representative sample of case records during thktyjassurance review. If a reviewer finds artyaions
that would classify as a critical incident or ugeestraints, seclusions or restrictive intervensidn the file,
they will confirm to see if the ICO submitted a oep If there was not a report, MDCH would consithés a
non-evident finding and would require an immediierective action to address the specific critinaldent
identified, as well as a plan to prevent the latkeporting from happening again. MDCH would loak f
information in the critical incident that addressesys to prevent this restrictive action from ocig again.

The ICO Care Coordinator or LTSS Supports Coordinalso discusses the waiver program and servides w
enrollees during their monthly contact. Any digglere communicated at that time is thoroughly dedied
instances of restrictive interventions are invedtg.

The use of restrictive interventions is permittecturing the course of the delivery of waiver service
Complete Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive Inteentions.Specify the safeguards that the State has
in effect concerning the use of interventions tieatrict participant movement, participant accessther
individuals, locations or activities, restrict paipant rights or employ aversive methods (nottdahg
restraints or seclusion) to modify behavior. States, regulations, and policies referenced in the
specification are available to CMS upon requesiubh the Medicaid agency or the operating agency.

ii. State Oversight Responsibility Specify the State agency (or agencies) resporfsiblaonitoring and
overseeing the use of restrictive interventions lamd this oversight is conducted and its frequency:

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints an&estrictive Interventions
(3 of 3)

c. Use of Seclusion(Select one)This section will be blank for waivers submitteddre Appendix G-2-c was added to
WMS in March 2014, and responses for seclusiondigiplay in Appendix G-2-a combined with informatam
restraints.)

' The State does not permit or prohibits the use afeclusion

Specify the State agency (or agencies) responfgibldetecting the unauthorized use of seclusiontavd this
oversight it conducted and its frequen

MDCH prohibits providers from using seclusion ag jpdi the provision of waiver services.

MDCH has qualified reviewers conduct annual siteenes and home visits. Part of this process iseodery
process to examine the use of seclusion by famitlyiaformal caregivers. MDCH reviews a represeéwgat
sample of case records during the quality assurawew. If a reviewer finds any situations thatuld
classify as a critical incident or use of restraiseclusions or restrictive interventions in tites they will
confirm to see if the ICO submitted a report. hiéite was not a report, MDCH would consider thi®a-n
evident finding and would require an immediate ective action to address the specific critical diecit
identified, as well as a plan to prevent the latkeporting from happening again. MDCH would loak f
information in the critical incident that addressesys to prevent seclusion from occurring in thefe.

The ICO Care Coordinator or LTSS Supports Coordinalso discusses the waiver program and servidés w
enrollees during their monthly contact. Any digglere communicated at that time is thoroughly dedied
instances of seclusion are investige

The use of seclusion is permitted during the couesof the delivery of waiver servicesComplete Items G-2-c
-i and C-2-c-ii.
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i. Safeguards Concerning the Use of Seclusio8pecify the safeguards that the State has edtedlis
concerning the use of each type of seclusion. &tate, regulations, and policies that are referdraze
available to CMS upon request through the Mediagiency or the operating agency (if applicable).

ii. State Oversight Responsibility Specify the State agency (or agencies) resporgibleverseeing the
use of seclusion and ensuring that State safegeard®rning their use are followed and how such
oversight is conducted and its frequency:

Appendix G: Participant Safeguards

Appendix G-3: Medication Management and Administraton (1 of 2)

This Appendix must be completed when waiver saraicefurnished to participants who are serveddensed or
unlicensed living arrangements where a provider ttagd-the-clock responsibility for the health amdlfare of residents.
The Appendix does not need to be completed wheemgrticipants are served exclusively in theimopersonal
residences or in tt home of a family membe

a. Applicability. Select one

No. This Appendix is not applicable(do not complete the remaining itel
Yes. This Appendix appliegcomplete the remaining iten

b. Medication Management and Follov-Up

Responsibility. Specify the entity (or entities) that have ongaiegponsibility for monitoring participant
medication regimens, the meth for conducting monitoring, and the frequency of libatng.

Most enrollees live in their own homes, in whiclse#he ICOs have ongoing responsibility for sedored
management and monitoring of enrollee medicatigimrens (first line management and monitoring is the
responsibility of the prescribing medical professil). As part of the assessment and reassessiGént,
Care Coordinators or LTSS Supports Coordinatoreciotomplete information about the enrollee’s
medications, including what each medication is flog, frequency and dosage. An ICO Care Coordir@ator
LTSS Supports Coordinator reviews the medicatisinfeir potential errors suaks duplication, inappropria
dosing, or drug interactions. The ICO C@&wordinator or LTSS Supports Coordinator is alspoasible fo
contacting the physician(s) when there are questimrtoncerns regarding tearollee's medication regime
Regular monitoring of the enrollees is performedtms/ ICO Care Coordinator or LTSS Supports
Coordinator, and includes general monitoring ofdaffectiveness of the enrollee’s medication regisnen
These monitoring activities are conducted throuageaecord review, face-to-face meetings with éees|
and discussion with direct care and other staffgmopriate.

If a death or injury requiring emergency treatmanhospitalization is the result of a medicatioroerthe
ICO must follow-up to address the enrollee’s heatil welfare as applicable, submit a report viectitecal
incident reporting system and conduct an investigaiThe same is true if a medication error resulthe
death of an enrollee with the additional requiretiibat the ICO contact the local authorities féegal
investigation.

Michigan’s Department of Human Services (DHS) leesand certifies Adult Foster Care and Homes for
the Aged. Many MI Health Link HCBS enrollees resid¢hese types of settings. Licensing rules décthe
requirements for medication, including storageff $taining, administration, and ttreporting of medicatio
errors. DHS licensing inspections occur every twarg, as well as conducting special investigatiamsn
needed. Enrollees in these licensed settings alsefib from additional review of medications by @O
Care Coordinator or LTSS Supports Coordinator duassessment and reassessments.

The Michigan Administrative Rule 330.7158 addresseslication administration:
() A provider shall onl administer medication at the order of a physiciat im compliance with tt
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provisions of section 719 of the act, if applicable

(2) A provider shall assure that medication usdamns to federal standards and the standards of the
medical community.

(3) A provider shall not use medication as punishty#®@r the convenience of the staff, or as a stultetfor
other appropriate treatment.

(4) A provider shall review the administration gbsychotropic medication periodically as set fontthe
enrollee’s Individual Integrated Care and SuppBtts and based upon the enrollee’s clinical status.
(5) If an enrollee cannot administer his or her angdication, a provider shall ensure that medicato
administered by, or under the supervision of, pemebwho are qualified and trained.

(6) A provider shall record the administration 8fraedication in the enrollee's clinical record.

(7) A provider shall ensure that medication eriamd adverse drug reactions are immediately ancepisop
reported to a physician and recorded in the ere'slielinical record.

ii. Methods of State Oversight and Follow-UpDescribe: (a) the method(s) that the State usensgore that
participant medications are managed appropriai@tytiding: (a) the identification of potentially tmaful
practices (e.g., the concurrent use of contraitéitenedications); (b) the method(s) for followingan
potentially harmful practices; and, (c) the Stajercy (or agencies) that is responsible for follgwvand
oversight.

The state requires ICOs to report on medicatioorsithat required medical follow-up or hospitaliaatas a
critical incident in the Critical Incident Reportjrsystem. The ICOs must report these incidentsni
days and MDCH reviews those reports. MDCH alsoawsiaggregate reports to determine any trends or
issues that need to be addressed.

MDCH is responsible for follow-up and oversightgsbper medication management practices. MDCH
contracts with qualified reviewers conduct an ahquality assurance review process to meet CMS
requirements for the review of Individual Integitéare and Supports Plan authorizations and caeedre
reviews. As part of the review, qualified revieweramine assessment data including the medicasonlf
any potentially harmful practices are found thateveot addressed by ICO care coordinators or LTSS
supports coordinators, qualified reviewers willggpthis and a corrective action plan will be reqdi
MDCH may require ICOs to receive additional techhassistance or training as a result of the gualit
assurance review and critical incident data.

Appendix G: Participant Safeguards
Appendix G-3: Medication Management and Administraion (2 of 2)

c. Medication Administration by Waiver Providers

i. Provider Administration of Medications. Select one:

Not applicable.(do not complete the remaining items)

Waiver providers are responsible for the administation of medications to waiver participants who
cannot self-administer and/or have responsibilityd oversee participant self-administration of
medications.(complete the remaining items)

ii. State Policy.Summarize the State policies that apply to theiaidtnation of medications by waiver providers
or waiver provider responsibilities when particifgagelf-administer medications, including (if applble)
policies concerning medication administration by+moedical waiver provider personnel. State laws,
regulations, and policies referenced in the speatifon are available to CMS upon request through th
Medicaid agency or the operating agency (if applen

Administration of medications by providers is sulbje the provisions set forth in the service défins and
provider qualifications in Appendix C. All provideadministering medications to Ml Health Link HCBS
enrollees are subject to the provisions and linoitest established by any licensing parameters ésitaal by
the State of Michigan. Residential providers amalarly bound to the rules and regulations estitgd by
their licensing requirements.

iii. Medication Error Reporting. Select one of the following:
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Providers that are responsible for medication admiistration are required to both record and
report medication errors to a State agency (or ageies).
Complete the following three items:

(a) Specify State agency (or agencies) to whicbremre reported:
Michigan Department of Community Health
(b) Specify the types of medication errors thawjiters are required t@cord:

Medication errors that required medical follow-uphospitalization. "Medication errors" means wrong
medication, wrong dosage, double dosage or misssaigé which resulted in death or loss of limb or
function or the risk thereof. Providers who admtigignedications or assist enrollees with medication
complete an incident report if a medication errccws. Refusals would be documented on the
medication administration sheet maintained by ttowiger. It does not include instances in which
enrollees have refused medication. Critical inctdeporting requirements require a report whenehos
medication errors result in an actual or poteidiss of life, limb, or function, or pose a risk of
psychological harm.

(c) Specify the types of medication errors thatters musteportto the State:

Medication errors that required medical follow-uphospitalization. "Medication errors" means wrong
medication, wrong dosage, double dosage or misssaigaé which resulted in death or loss of limb or
function or the risk thereof. Providers who adntiisnedications or assist enrollees with medication
complete an incident report if a medication erroews. Refusals would be documented on the
medication administration sheet maintained by ttowiger. It does not include instances in which
enrollees have refused medication. Critical incideporting requirements require a report whendhos
medication errors result in an actual or poterdtis$ of life, limb, or function, or pose a risk of
psychological harm.

Providers responsible for medication administratia are required to record medication errors but
make information about medication errors availableonly when requested by the State.

Specify the types of medication errors that prorsdee required to record:

iv. State Oversight Responsibility Specify the State agency (or agencies) respon&blaonitoring the
performance of waiver providers in the administratof medications to waiver participants and how
monitoring is performed and its frequency.

The state requires ICOs to report on medicatioorsithat required medical follow-up or hospitaliaatas a
critical incident in the Critical Incident Reportjrsystem. The ICOs must report these incidentsmga

days for MDCH review. MDCH is responsible for osight. MDCH reviews aggregate reports to determine
any trends or issues that need to be addressed.

MDCH has qualified reviewers conduct an annual iuaksurance review process to meet CMS
requirements for the review of Individual Integitéare and Supports Plan authorizations and caeedre
reviews. As part of the review, qualified revieweramine assessment data including the medicasonif
any potentially harmful practices are found thateveot addressed by ICO care coordinators or LTSS
supports coordinators, qualified reviewers willggpthis and a corrective action plan will be reqdi
MDCH may require ICOs or service providers to reeeidditional technical assistance or training essalt
of the quality assurance review process and criticident data.

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

As a distinc component of the State’s quality improvement agpatprovide information in the following fieldsdetail the
Stat¢'s methods for discovery aremediation.
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a. Methods for Discovery: Health and Welfare
The state demonstrates it has designed and implaexbar effective system for assuring waiver participantatid
and welfare.(For waiver actions submitted before JunQ@14, this assurance read "The State, on an ongoéass,
identifies addresses, and seeks to prevent the occurrendaustaneglect ar exploitation.”
i. Sub-Assurances

a. Suk-assurance: The sta demonstrates on an ongoing basis that it identifiesidresses and se¢to
prevent instancesof abuse, neglect, exploitatiodamexplained death(Performance measures in

this sub-assurance include all Appendix G perforoeameasures for waiver actions submitted before
June 1, 2014

Performance Measure

For each performance measure the State will usssess compliance with te&tutory assurance (
sut-assurance), complete the following. W possible, include numerator/denomina

For each performance measure, provide informatioriiee aggregated data that will enable the State
to analyze and assess progress toward the perfazenareasure. In this section provide information
on the method by which each source of data is aedlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and h®esemmendations are formulated, where
appropriate

Performance Measure:

Number and percent of enrollee critical incidents Were investigations began
within required timeframes. Numerator: Number of enrollee critical incidents
where investigations began within required timefranes. Denominator: Total
number of enrollee critical incidents.

Data Source(Select one):
Critical events and incident reports
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
ICOs Describe
Group:
Continuously and
Ongoing Other
Specify
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Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and

aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of enrollee critical incidents eported within required
timeframes. Numerator: Number of enrollee criticalincidents reported within
required timeframes. Denominator: Total number of erollee critical incidents.

Data Source(Select one):
Critical events and incident reports
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
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Other Annually
Specify: Stratified
ICOs Describe
Group:
Continuously and
Ongoing Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of enrollees or legal guardiangho report having received
information and education in the prior year about how to report abuse, neglect,
exploitation and other critical incidents. Numerata: Number of enrollees or legal
guardians who report having received information aml education in the prior
year. Denominator: Number of enrollee files reviewg.

Data Source(Select one):

Other

If 'Other' is selected, specify:

Home visits

Responsible Party for |Frequency of data Sampling Approach

data collection/generation (check each that applies):

collection/generation (check each that applieq):
(check each that applieq):
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State Medicaid Weekly 100% Review
Agency

Operating Agency Monthly Less than 100%
Review

Sub-State Entity Quarterly
Representative

Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error

Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and
Ongoing Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

Performance Measure:

Number and percent of unexpected or suspicious dda for which investigation
resulted in the identification of preventable cause& Numerator: Numer of deaths
with identification of preventable causes. Denomirtar: Total number of
unexpected or suspicious deaths.

Data Source(Select one):
Critical events and incident reports
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies
collection/generation (check each that applieq):

(check each that applieq):

~

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and
Ongoing Other

Specify:
subset of
critical
incidents with
unexpected or
suspicious
deaths

Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

b. Sub-assurance: The state demonstrates that an iaoidnanagement system is in place that
effectively resolves those incidents and preventshfer similar incidents to the extent possible.

Performance Measures

For each performance measure the State will usssess compliance with the statutasgurance (c
sut-assurance), complete the following. Where pos: include numerator/denominat:

For each performance measure, provide informatioriiie aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is @edlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and h®esemmendations are formulated, where
appropriate

Performance Measure:

Number and percent of critical incidents requiring review/investigation where the
ICO adhered to the follow-up methods as specifiedhithe approved waiver.
Numerator: Number of critical incidents requiring r eview/investigation where the
ICO adhered to follow-up methods. Deonminator: Numier of all critical incidents
requiring review/investigation.

Data Source(Select one):
Critical events and incident reports
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
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Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe
Group:
Continuously and
Ongoing Other
Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and

aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of critical incidents that wereresolved within 60 days.
Numerator: Number of critical incidents reported that were resolved within 60
days. Denominator: Number of all critical incidentsreported.

Data Source(Select one):
Critical events and incident reports
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
(check each that applieq):
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collection/generation

(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and

Ongoing Other
Specify:

Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data

that applies):

Frequency of data aggregation and

aggregation and analysigcheck each| analysigcheck each that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:
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¢. Sub-assurance: The state policies and procedureglfie use or prohibition of restrictive
interventions (including restraints and seclusioaye followed.

Performance Measures

For each performance measure the State will usessess compliance with tetutory assurance (
sut-assurance), complete the following. W possible, include numerator/denomina

For each performance measure, provide informatinrih® aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is @edlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and hesemmendations are formulated, where
appropriate

Performance Measure:

Number and percent of inappropriate use of restraits, restrictive interventions,
or seclusions that were reported as a critical indient. Numerator: Number of
inappropriate use of restraints, restrictive interventions, or seclusions that were
reported as a critical incident. Denominator: Numbe of inappropriate use of
restraints, restrictive interventions, or seclusios.

Data Source(Select one):

Other

If 'Other' is selected, specify:

Critical event or incident reports or record reviews, on-site

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe
Group:

Of the cases

reviewed, the
ones that had
inappropriate

use of
restraints or
seclusions
Continuously and
Ongoing Other
Specify
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Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and

aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

d. Sub-assurance: The state establishes overall healihe standards and monitors those standards
based on the responsibility of the service providsrstated in the approved waiver.

Performance Measures

For each performance measure the State will usssess compliance with the statutasgurance (c
sut-assurance), complete the following. Where pos: include numerator/denominat:

For each performance measure, provide informatioritie aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is @edlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and h®esemmendations are formulated, where
appropriate

Performance Measure:

Number and percent of enrollees with an individualzed contingency plan for
emergencies (e.g., severe weather or unschedulecaice of a caregiver).
Numerator: Number of enrollees with an individualized contingency plan for
emergencies. Denominator: Number of enrollee file®viewed.

Data Source(Select one):

Other

If 'Other' is selected, specify:
record review, on-site or off-site
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Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Proportionate
Random
Sample 95%
Confidence
Level with +/-
5% margin of
error
Other Annually
Specify: Stratified
ICO Describe
Group:
Continuously and
Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysigcheck each|
that applies):

Frequency of data aggregation and
analysigcheck each that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of enrollees requiring emergencynedical treatment or
hospitalization due to medication error. Numerator: Number of enrollees
requiring emergency medical treatment or hospitaliation due to medication
error. Denominator: All enrollees.

Data Source(Select one):
Critical events and incident reports
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach

collection/generation (check each that applieq):
(check each that applieq):

data collection/generation (check each that applieg):

State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and

Ongoing Other
Specify:

Other

Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

ii. If applicable, in the textbox below provide any eesary additional information on the strategiesleygul by
the State to discover/identify problems/issues iwithe waiver program, including frequency and igart
responsible.

ICOs continuously monitor the health and welfaremfollees and initiate remedial actions when
appropriate. The state identifies, addressessaekis to prevent the occurrence of abuse, negledt,
exploitation on an ongoing basis.

Additional Strategies

1) ICOs conduct risk management planning wittokees during person-centered planning. Risk
management planning includes strategies and mefbodsldressing health and welfare issues. IC@ Car
Coordinators or LTSS Supports Coordinators negbtiak management with the enrollee through theqer
-centered planning process. ICO Care CoordingtersTSS Supports Coordinators) and enrollees monit
and evaluate the effectiveness of risk managenmianspi.e., which strategies work and which dowotk
effectively with that given enrollee. Risk managerplanning and updates occur at reassessmemtgdya
or semi-annually) or more frequently as neededk Rianagement is documented in the IICSP.

2) MDCH verifies that risk management planningdsurring during the quality assurance review pssce
conducted annually. MDCH includes findings in t@it monitoring reports, with corrective actions and
training as needed.

3) ICOs train enrollees, workers, staff, and sutgrokers on how to report abuse, neglect, and
exploitation. Technical assistance and trainiraprés include attendance by date and total number o
attendees, topic and content, and training evalnsti

4) The ICO must submit a critical incident repoithin two business days. The critical incident nepoust
include all information about how the incident viagestigated and how it is being followed up oneTEO
must update MDCH as the investigation continue® ddrrective action plan must also describe how the
ICO will prevent the lack of reporting from happegiagain. MDCH reviews critical incident repotiat
the ICOs enter into the Critical Incident Reportygstem at least every quarter to ensure incidaets
reported within required timeframes and monitoestifpe of incident.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the State’s method for addressing indaliguoblems as they are discovered. Include inftiona
regarding responsible parties and GENERAL methodgrfoblem correction. In addition, provide
information on the methods used by the State tament these items.
The ICO must submit a critical incident report virithwo business days. The critical incident repoutst
include all information about how the incident viagestigated and how it is being followed up oneTEO
must update MDCH as the investigation continue ddrrective action plan must also describe how the
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ICO will prevent the lack of reporting from happegiagain.

MDCH reviews critical incident reports at a minimwahonce every quarter. During this review, MDCH
reviews the data to ensure investigations weréestand reports were submitted within the required
timeframes. If during the review any critical idents were discovered to not be investigated withguired
timeframes, the ICO must begin investigation wittwo business days of the finding. If an invesiigathad
already been started but not in a timely manner]@O must include information in their correctaetion
plan that will explain how they will ensure futuegtical incidents are investigated timely. Thed@ust
also follow-up with MDCH as the investigation okthpecific incident is conducted. Corrective acfitans
must also include plans of how to prevent untimrefyorting and investigating of critical incidents.
During the quality assurance review process, resiewgonduct home visits with a sample of enrolfeas
each ICO. If during those home visits, any enralleelegal guardians report not receiving inforimatnd
education on how to report abuse, neglect, expioitaand other critical incidents, information agducation
must be provided to those enrollees or guardiattimiwo weeks, and documentation proving this
information has been provided must be submittedB&CH and kept in the enrollee record.

Qualified reviewers examine a sample of enrollesfand look for individualized contingency plans f
emergencies. If any enrollees are missing thesespthe ICO will be required to develop a contingeplan
within two weeks and then must provide a copy eft¢bntingency plan to the enrollee, to MDCH, anelke
one copy in the enrollee’s record.

MDCH reviews a representative sample of case readudng the quality assurance review. If a reeew
finds any situations that would classify as a caitincident or use of restraints, seclusions siricive
interventions in the file, they will confirm to séehe ICO submitted a report. If there was nogport,
MDCH would consider this a non-evident finding thatuld require an immediate corrective action to
address the specific critical incident identified,well as a plan to prevent future occurrencébetritical
incident and development of methods to assure yimeglorting in the future.

Immediately after completing the quality assuraresgéew, MDCH conducts on-site exit interviews witte
ICO staff. During these exit interviews, the ICQprevided with a report of all non-evident findingisd a
listing of any findings that require immediate rafiadion. The immediate remediation is typically duéhin
two weeks. MDCH also compiles quality assurancéerevindings into reports that are sent to the ICO.
When these reports indicate a need for correctitiera the ICO has 30 days to respond with a ctikrec
action plan.

Corrective action plans should demonstrate thalGliehas:

1. Analyzed all non-evident findings and determipedsible causes;

2. Developed a remediation strategy, including lines, that address and resolve the problems; and

3. Planned ongoing monitoring of remediation atiggi and performance.

ICOs are required to provide evidence of their rdiaiiton strategy by submitting documentation to MRC
This documentation might include training materiaévised policies and procedures, information fiiaff
meetings or case record documentation to suppeidirective action plan. MDCH reviews, then either
approves the corrective action plan and documenmtati works with ICO staff to amend the plan to inee
MDCH requirements. MDCH monitors the implementatifreach corrective action plan item to assure the
ICO meets established timelines for implementingexdive action.

. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysisificluding trend identification)

Responsible Partycheck each that Frequency of data aggregation and
applies): analysigcheck each that applies):
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:
ICOs
Continuously and Ongoing
Other
Specify:
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Responsible Partycheck each that Frequency of data aggregation and
applies): analysigcheck each that applies):

c. Timelines
When the State does not have all elements of tlait@improvement Strategy in place, provide timek to design
methods for discovery and remediation related ¢cassurance of Health and Welfare that are cuyrantt-
operational.

No

Yes

Please provide a detailed strategy for assurindtilead Welfare, the specific timeline for implentieg
identified strategies, and the parties responddslés operation.

MDCH will continue to work to determine final pragses and procedures for specific timeframes fonwhe
discover, remediation, and corrective action mestémpleted by ICOs. This will be completed ptmr
January 1, 2015. MDCH will either submit this infaation to CMS prior to approval of the waiver, or a
amendment to the approved waiver will be submittetthe timeframe arranged by MDCH and CMS.

A Critical Incident Management System to track amhitor ICO reporting of critical incidents. Thegstem

will be in production by January 1, 2015, or Afrjl2015, at the latest, in the event of unexpected
circumstances.

Appendix H: Quality Improvement Strategy (1 of 2)

Under §1915(c) of the Social Security Act and 4RGH441.302, the approval of an HCBS waiver requinas CMS
determine that the State has made satisfactoryaasses concerning the protection of participantthesmnd welfare,
financial accountability and other elements of veaioperations. Renewal of an existing waiver igiogent upon review by
CMS and a finding by CMS that the assurances haee met. By completing the HCBS waiver applicatibe, State
specifies how it has designed the waiver’s critmalcesses, structures and operational featur@slier to meet these
assurances.

m Quality Improvement is a critical operational faatthat an organization employs to continually datee whether it
operates in accordance with the approved desi@s pfogram, meets statutory and regulatory assesaand
requirements, achieves desired outcomes, and fidsntipportunities for improvement.

CMS recognizes that a state’s waiver Quality Improent Strategy may vary depending on the natutteeofvaiver target
population, the services offered, and the waiveafationship to other public programs, and willend beyond regulatory
requirements. However, for the purpose of thisiapfibn, the State is expected to have, at themmini, systems in place to
measure and improve its own performance in meaiigpecific waiver assurances and requirements.

It may be more efficient and effective for a Qualinprovement Strategy to span multiple waivers atier long-term care
services. CMS recognizes the value of this appraachwill ask the state to identify other waiveogmrams and long-term
care services that are addressed in the Qualityovepment Strategy.

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be ifieet during the period of the approved waiver isaided throughout the
waiver in the appendices corresponding to the tstat@ssurances and sub-assurances. Other docucitedtsnust be
available to CMS upon request through the Mediegieincy or the operating agency (if appropriate).

In the QIS discovery and remediation sections thhowt the application (located in Appendices ACBD, G, and |) , a
state spells out:

m The evidence based discovery activities that velcbnducted for each of the six major waiver asges;
m Theremediationactivities followed to correct individual problertgentified in the implementation of each of the
assurances;

In Appendix H of the application, a State descrifi@ghesystem improvemeasttivities followed in response to aggregated,
analyze«discovery and remediation information collectede@sh of the assurances; the correspondel
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roles/responsibilitie®f those conducting assessing and prioritizingrowimg system corrections and improvements; and (3)
the processes the state will follow to continuowsgess the effectiveness of the &1&revise it as necessary and
appropriate

If the State's Quality Improvement Strategy isfudy developed at the time the waiver applicatissubmitted, the state
may provide a work plan to fully develop its Qualimprovement Strategy, including the specific talie State plans to
undertake during the period the waiver is in efféot major milestones associated with these tasibsthe entity (or
entities) responsib for the completion of these tasl

When the Quality Improvement Strategy spans mame tne waiver and/or other types of long-term sargices under the
Medicaid State plan, specify the control numberdtie other waiver programs and/or identify theeotlong-term services
that are addressed in the Quality Improvement &jgatin instances when the QIS spans more thamwaiver, the State
must be able to stratify information that is retate each approved waiver program. Unless the &teequested and
received approval from CMS for the consolidationrafitiple waivers for the purpose of reporting,rthibe State must
stratify information that is relat to each approved waiver program, i.e., employ sesgmtative sample for e¢ waiver.

Appendix H: Quality Improvement Strategy (2 of 2)
H-1: System: Improvement

a. Systen Improvements

i. Describe the process(es) for trending, prioritiziagd implementing system improvements (i.e., desig
changes) prompted as a re of an analysis of discovery and remediation infdfora

MDCH has developed a Quality Strategy for the erftlf Health Link §1915(b)/(c) waiver program. The

MI Health Link Quality Strategy monitors ICO penfoance on many quality indicators as required by CMS
and in compliance with 42 CFR 438 Managed Caresrulehe quality assurance areas covered under this
Quality Strategy are related to Access Standardegfacy of Capacity and Services, Coordination and
Continuity of Care, and Structure and Operatiomsa&irds. The Quality Strategy includes performanc
measures from Healthcare Effectiveness Data amdnhation Set (HEDIS) data, Consumer Assessment of
Healthcare Providers and Systems (CAHPS) Survey, ésalth Outcomes Survey, enrollment and
disenrollment reports, External Quality Review neépoquality withhold performance indicators, regasf
enrollee complaints, network adequacy, and othtérgaand measures, and direct stakeholder input.

MDCH also oversees performance of ICOs throughvthélealth Link HCBS Quality Improvement
Strategy. ICOs will be evaluated on their perfonc®related to several performance measures imgudi
ensuring appropriate enroliment in the waiver; appate level of care determinations were mader ppoio
enrollment in the waiver and ongoing; review andqaic updates of Individual Integrated Care and
Supports Plans (IICSP); ensuring residential amdnegidential settings are compliant with the HGBi%al
Rule issued by CMS on January 14, 2014; ensuniagproviders meet specified provider qualificasion
ensuring the individual has a choice of servicas@oviders; health and safety of the enrollee; ihooing
and reporting of critical incidents, restraints;lasions, or restrictivanterventions; monitoring and reporti
of suspicious deaths or injury due to medicatignreensuring training has occurred for reportinijaal
incidents; ensuring that critical incidents werpaed within specific timeframes; ensuring capita
payments were made appropriately for enrollees étrel of Care code 03; and encounters are sulimitte
timely and accurately. The Quality Improvemena&igy includes on-site clinical and administrative
reviews at ICO or other provider locations, visthomes of enrollees, off-site record reviews \eH&Os
send MDCH requested information, reviewing inforimatin online databases or the MDCH Data
Warehouse, and enrollee surveys. If MDCH findsl@@s to be out of compliance with waiver
requirements, ICOs must submit to MDCH correctigticen plans and remediate the issue within timeéam
required by MDCH. MDCH monitors the status andcoute of the corrective action plans.

In addition to the Quality Strategy and the Quadlityporovement Strategy, there are opportunities for
stakeholders to provide indirect and direct infhdw various aspects of the Ml Health Link

program. MDCH formed an Advisory Committee for tie€Health Link program, providing a mechanism
for enrollees and stakeholders to provide inpatividuals and organizatiorssibmit applications to MDCF
and MDCH then selects members for the Committeembkrship represents the diverse interests of
stakeholders from various populations within therfbll Health Linkregions. The roles and responsibilit
for the Advisory Committee are to:

- solicit input from stakeholders and other consugreups

- review ICO and PIHP quality data and make recomragoids fo improvements in service
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- provide feedback in the development of publiceadion/outreach efforts and evaluation processes
- identify areas of risks and potential consequence
- participate in Open Forum sessions

Another opportunity for stakeholder involvementhe ICO Advisory Council. Each ICO is requirechave
an Advisory Council specific to the MI Health Lipkogram. Membership on the Advisory Council is-one
third enrollees, with the majority comprised of @lees, family members, and advocates.

. System Improvement Activities

Responsible Partycheck each that applies): Frequency of Mon;ﬁ;rtlr;g:)gl?gs,)é.\nalysw(check eacl
State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Quality Improvement Committee Annually
oth Other
t er. Specify:
Specify:
ICOs

b. System Design Changes

Describe the process for monitoring and analyzimegetffectiveness of system design changes. Inaude
description of the various roles and responsibaiinvolved in the processes for monitoring & asisgs
system design changes. If applicable, include theeS targeted standards for systems improvement.

MDCH uses various performance measures to morigopérformance of the ICO on a number of domains:
access and availability; care coordination andsitaoms of care; enrollee and caregiver experience;
organizational structure, administration, and stagffperson-centered planning; quality of care ltheand
well-being; quality of life; screening, assessmant] prevention; and utilization . Data colleciedthese
performance measures will be reviewed by MDCH amans to determine if there are systemic issué¢s tha
need to be addressed quickly, to identify trendsdmitor or opportunities for improvement, to monit
contract compliance, to provide information to theblic as necessary.

Critical incidents are reported, reviewed, investigl and acted upon by the each ICO for all MI thelaink
HCBS enrollees. MDCH also monitors critical inaitieeporting to ensure complaints are being addckss
appropriately and timely. MDCH also monitors @di incident reporting to identify trends or ar@gaseed
of training, opportunities for systemic improvementt systemic issues that need to be addresseklyjtic
protect the health and welfare of enrollees.

MDCH monitors adequacy of ICO provider network®tsure the ICO continues to meet established
requirements for provider networks as indicatethenThree-Way Contract. If ICOs do not meet
requirements, MDCH will work with them to come irdcompliance or terminate the contract if necessary.

The Quality Improvement Strategy for the Ml Hedlthk HCBS waiver includes a number of performance
measures to monitor ICO performance in areas ssigfa@ver administration, level of care, provider
qualifications, service plan development, healtth arlfare, and financial accountability. If MDCHhills
ICOs to be out of compliance in these areas asanell in the waiver application, the ICOs will lequired

to provide MDCH with a corrective action plan tleaplains what the ICO will do to correct the prabland
come into compliance. MDCH will monitor the implenmtation of the corrective action plan to ensuee th
plan is being addressed satisfactorily and timely.

MDCH compiles data from ICOs and other sourcesdisseminates the information to the Advisory
Committee, ICOs, and other stakeholders. The Adyi€ommittee is specific to MI Health Link and is
comprised of a diverse group of enrollees, advacated other stakeholders. The committee is deditm
solicit input from enrollees, stakeholders, anceotonsumer groups. The committee will be resjba$or
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many tasks: 1) review ICO and PIHP quality datd mxake recommendations for improvements in seryices
2) provide feedback in the development of publiaedion/outreach campaigns and evaluation, 3) iigent
areas of risks and potential consequences, antthd) asks determined necessary by the group. MiMIH
also be involved in this committee to listen todieack and determine any system issues that matyagds
need to be addressed.

ii. Describe the process to periodically evaluate pasapriate, the Quality Improvement Strategy.

MDCH will evaluate the Ml Health Link HCBS Qualitynprovement Strategy on an ongoing basis to
determine if there are any deficiencies. If deficies exist, MDCH will provide training (presentats,
teleconferences, webinars) to ICOs to help brimgrtiinto compliance with CMS and MDCH requirements.
MDCH updates service standards, operating standardi®ther requirements as necessary to ensure the
health and welfare of enrollees and maintain coamgke with State and federal requirements.

MDCH also evaluates and analyzes stakeholder iinpoit the Advisory Committee on an ongoing basis to
ensure the M| Health Link program meets the neé@smllees and also works well for the ICOs.

Appendix I. Financial Accountability
[-1: Financial Integrity and Accountability

Financial Integrity. Describe the methods that are employed to ensarmtibgrity of payments that have been made
for waiver services, including: (a) requirementaaerning the independent audit of provider agen¢Bshe financial
audit program that the state conducts to ensuritégrity of provider billings for Medicaid paymeof waiver
services, including the methods, scope and frequehaudits; and, (c) the agency (or agencies)aesiple for
conducting the financial audit program. State lavwgulations, and policies referenced in the dp#ori are available to
CMS upon request through the Medicaid agency oofiezating agency (if applicable).

Through the Contract Management Team and also tiaditQ) Improvement Strategy, CMS and MDCH monitor,
evaluate, and oversee the financial integrity aswbantability of ICOs.

The State has a financial audit program to ensppeopriate payment is provided to ICOs, and alsentsure integrity
of provider billing. The process includes the daling components:

MDCH uses HIPAA 820/834 capitation payment and Bment report systems to generate capitation paysten
ICOs. The 834 process generates an enrolimer(8f34 file) based upon the ICO provider ID numbmed ¢the
enrollee’s assignment to the MI Health Link benpfin. This process uses edits to assure onlyO@es that have a
contract with the State are provided the capitapiapment for the MI Health Link program. Each IC&sta unique Ml
-specific provider ID number in the system. Thsteyn will only generate payments for the providenumber that is
specific to an ICO. This process includes verifyihg participant’'s Medicaid eligibility, the nurgiffiacility level of
care determination (NFLOCD), and the current LefaCare code. Once all ICO enrollees are idemtjfiee 820
process generates a capitation payment (baseddrettel of Care code) for each ICO using the Mddica
Management Information System (MMIS)(Community Hle#utomated Medicaid Processing System
(CHAMPS)). MDCH utilizes a six (or up to twelve)omth retrospective review period to account foorgoments and
repayments based upon updated data obtained thtbe@34 file and associated process.

The repayment and recoupment processes are foothection of payment for beneficiaries who enmblie or
disenrolled from the ICOs, and for those who wemgraved for or removed from the 1915(c) waivereathe
capitation payments were issued. The repaymenepsos the provision of a capitation payment fordieiaries
enrolled in the MI Health Link program during a givmonth when the ICO did not receive a capitgti@yment due
to data lags in the 834 process. The recoupmeneps is the recovery of capitation payments foolkes who were
removed from the 1915(c) waiver program or disdadbfrom the MI Health Link program, but the ICGzeived
capitation payments due to data lags in the 83dgzn

A second form of monitoring is that all providefsamiver services contracting with an ICO must sittbills to the
ICO detailing the date of service, type of servigat cost, and the number of units provided farteanrollee
served. Bills are then matched and verified agaimesenrollee’s approved IICSP by the ICO priostitmitting
encounter data to MMIS. The ICOs process paynfentll verified encounters by the providers.

Providers operating as an ICO are required to @l enrollees’ records, including assessmel@§Ps, service

logs, reassessments, and quality assurance rdoor@geriod of not less than 10 years to supposdit. MDCH,
providers, and the ICOs all maintain records fpedod of 10 years to allow for full auditing ofypaents for services.
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Appendix I. Financial Accountability
Quality Improvement: Financial Accountability

As a distinct component of - State’s quality improvement strategy, provide fimfation in the following fields to detail the
Stat¢'s methods for discovery and remediat

a. Methods for Discovery: Financia Accountability
State financial oversight exists to assure thatiola are coded and paid for in accordance with the reimbunsent
methodology specified in the approved waiv@tor waiver actions submitted before June 1, 2@k, assurance
read "State financial oversight exists to assuw ttlaims are coded and paid for in accordance i
reimbursement methodology specified in the approvegder.”
i. Sub-Assurances

a. Suk-assurance: The Sta provides evidence that claims are coded and paidricaccordance witl
the reimbursement methodology specified in the apped waiver and only for services rendered.
(Performance measures in this sub-assurance incilideppendix | performance measures waiver
actions submitted before June 1, 20

Performance Measure

For each performance measure the State will usessess compliance with tetutory assurance (
sut-assurance), complete the following. W possible, include numerator/denomina

For each performance measure, provide informatioritee aggregated data that will enable the State
to analyze and assess progress toward the perfarenareasure. In this section provide information
on the method by which each source of data is @edlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and hesemmendations are formulated, where
appropriate

Performance Measure:

Number & percent of ICOs with financial records that verify payments to
providers are made in accordance with ICSP authodation. Numerator: Number
of ICOs with financial records that verify provider payments are made in
accordance with IICSP authorization. Denominator: Al ICOs.

Data Source(Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify Stratified
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Describe

Group:
Continuously and

Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:
every other year

Performance Measure:
Number and percent of encounters submitted to MDCHuith all required data
elements. Numerator: Number of encounters submittetb MDCH with all

required data elements. Denominator: Number of alencounters submitted to
MDCH.

Data Source(Select one):
Other

If 'Other' is selected, specify:
online database

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies
collection/generation (check each that applieq):

(check each that applieq):

~

State Medicaid Weekly 100% Review

Agency

Operating Agency Monthly Less than 100%
Review
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Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICO Describe
Group:
Continuously and
Ongoing Other
Specify:
Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:

Number and percent of encounters submitted to MDCHvithin required
timeframes. Numerator: Number of encounters submitéd to MDCH within
required timeframes. Denominator: Number of encoungrs submitted to MDCH.

Data Source(Select one):
Other
If 'Other' is selected, specify:
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online database

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe
Group:

Continuously and

Ongoing Other
Specify:

Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

b. Sub-assurance: The state provides evidence thagsatmain consistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measure the State will ugssess compliance with te&tutory assurance (
sut-assurance), complete the following. W possible, include numerator/denomina

For each performance measure, provide informatioriiie aggregated data that will enable the State
to analyze and assess progress toward the perfazenareasure. In this section provide information
on the method by which each source of data is apdlgtatistically/deductively or inductively, how
themes are identified or conclusions drawn, and h®esemmendations are formulated, where
appropriate

Performance Measure:

Number and percent of capitation payments made tdie ICOs only for Ml Health
Link HCBS waiver enrollees with active eligibility. Numerator: Number of
capitation payments made to the ICOs for Ml HealthLink HCBS waiver
enrollees with active eligibility. Denominator: Total number of all Ml Health

Link HCBS waiver capitation payments.

Data Source(Select one):
Other

If 'Other' is selected, specify:
online database

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
Confidence
Interval =
Other Annually
Specify: Stratified
ICOs Describe
Group:
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Continuously and Other
Ongoing Specify:
Other

Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and

aggregation and analysigcheck each| analysigcheck each that applies):
that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:

Performance Measure:
Number and percent of capitation rates that are cosistent with the approved rate
methodology in the approved waiver application. Nurarator: Number of cap

rates that are consistent with the approved rate nthodology. Denominator: All
cap rates.

Data Source(Select one):
Other

If 'Other' is selected, specify:
online database

Responsible Party for |Frequency of data Sampling Approach
data collection/generation (check each that applieg):
collection/generation (check each that applieq):
(check each that applieq):
State Medicaid Weekly 100% Review
Agency
Operating Agency Monthly Less than 100%
Review
Sub-State Entity Quarterly
Representative
Sample
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Confidence
Interval =

Other
Specify:

Annually

Stratified

Describe
Group:

Continuously and
Ongoing

Other
Specify:

Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data

aggregation and analysigcheck each

Frequency of data aggregation and
analysiqcheck each that applies):

that applies):

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

Continuously and Ongoing

Other
Specify:
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If applicable, in the textbox below provide any esgary additional information on the strategiesleyga by
the State to discover/identify problems/issues iwithe waiver program, including frequency and igart
responsible.
Financial Monitoring

MDCH requires ICOs to conduct annual financial nborng. This methodology is designed to ensure and
verify that:
1) Direct service providers comply with minimummsee standards and conditions of participatiothie
Medicaid program;
2) Providers deliver services according to theHdhlth Link enrollee’s [ICSP;
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3) Providers maintain an adequate number of tdastaff through recruitment, training, and staff
supervision and support; and
4) Providers maintain enrollee case record doctatien to support encounter data.

ICO staff reviews, evaluates, and compares dinemntigler records to work orders, ICSPs, servicéntsa
and reimbursements. ICO staff compares paymentaedo MI Health Link IICSP authorization (work
orders) and other ICO service documentation torenthey match. 1CO staff evaluates provider resdod
date of service, time of service delivery, stafiypding the service, and supervision of staff pdivg
services, notes any discrepancies during the reai@hincludes them in written findings. The IC@fft
provides written findings of the review and corieetaction requirements (as necessary) to the geovi
within thirty days following completion of the imgl review. The ICO submits provider monitoringpogts
to MDCH within 30 days of completion of the monitgg process. MDCH reviews and evaluates these
reports for completeness and integrity of the psece

MDCH also requires the ICOs to conduct enrollee daisits to accurately gauge the effectiveness of
service delivery. The ICO reviewer conducts a mimin of two home visits with enrollees per provider
reviewed to determine enrollee satisfaction witteaaordination and services and to verify thavjglers
deliver services as planned.

Additionally, MDCH conducts on-site reviews to \fgrihe ICO maintains administrative and financial
accountability. MDCH reviews and evaluates a sanglenrollee claims from the IICSP during a three
month period. This process includes reviewingsivice record from inception through reported encer
data to verify that records match by date of servéenount, duration, and type of service.

b. Methods for Remediation/Fixing Individual Problems

Describe the State’s method for addressing indaliguoblems as they are discovered. Include inftiona
regarding responsible parties and GENERAL methodgrfoblem correction. In addition, provide
information on the methods used by the State tamhent these items.

When the ICO reviews the provider agency, the 1Q@ten review includes citations of both positive
findings and areas needing corrective actions thé ICO’s responsibility to monitor a provider's
performance in completing the necessary correctiti®ons. 1ICOs may suspend new referrals to a geovi
agency and transfer enrollees to another providemvindings warrant immediate action to protect an
enrollee's health and welfare. ICOs make providéng adjustments on the computerized clientkiag
system to the Medicaid Management Information Sygt&MIS) (CHAMPS)using individual encounter
adjustment to date of service or through grosssaidjent methodology. The ICO deducts over payments
made to a provider from the next warrant issueddaredthe provider from the ICO. The ICO may suspen
or terminate a provider who demonstrates a fatlo@rrect deficiencies following subsequent re\aewhe
ICO may reinstate providers after verifying that firovider has corrected deficiencies and changed
procedural practices as required.

Immediately after completing the quality assurarsgéew, MDCH conducts on-site exit interviews wikte
ICO staff. During these exit interviews, the ICQpievided with a report of all non-evident findingisd a
listing of any findings that require immediate rafiadion. The immediate remediation is typically duéhin
two weeks. MDCH also compiles quality assurancéerevindings into reports that are sent to the ICO.
When these reports indicate a need for correctitiers the ICO has 30 days to respond with a ctiuec
action plan.

Corrective action plans should demonstrate thalGliehas:

1. Analyzed all non-evident findings and determipedsible causes;

2. Developed a remediation strategy, including limes, that address and resolve the problems; and

3. Planned ongoing monitoring of remediation atibgi and performance.

ICOs are required to provide evidence of their rdiaiiton strategy by submitting documentation to MRC
This documentation might include training materiaévised policies and procedures, information fisiaff
meetings or case record documentation to suppertdirective action plan. MDCH reviews, then either
approves the corrective action plan and documenmtati works with ICO staff to amend the plan to iee
MDCH requirements. MDCH monitors the implementatidfreach corrective action plan item to assure the
ICO meets established timelines for implementingexdive action.

Specific remediation steps to be taken for eacfopaance measure in Financial Accountability:
Number and percent of provider bills that are gaidenrollees of the waiver.

If any provider bills are paid for individuals wlaoe not waiver enrollees:

https://wm+-mmdl.cdsvdc.com/WMS/faces/protected/35/print/Pretastor.js| 10/1/201-



Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201 Pagel81 of 20z

1. ICOs must recover payments made for servicedered for individuals who were not approved for c-
waiver enrollment. Provider billing adjustments denmade in MMIS using individual encounter adjustin
to date of service or through gross adjustment attlogy.

2. MDCH utilizes MMIS edits to ensure capitatiorypeents are paid for enrollees of this §1915b/c eriv
program only and will not generate capitation pagtador non-eligible individuals.Number and perceht
ICO financial records that verify provider claimeanade in accordance with services ordered aattoon
per IICSP, and ICO payments to providers are maderdingly.

If ICO financial records do not support provideaiots and payments:
1. MDCH requires the ICO to investigate furthedeiermine if services ordered were provided. lftse,
ICO will be required to address revising and impgmgwthe provider’s financial record-keeping.
2. If services ordered were not provided but a jglvelaim was submitted and paid, the ICO will shée
recover payments and may need to assign an akepnatider for all affected enrollees to ensureises
are provided as ordered.

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysisificluding trend identification)

| Frequency of data aggregation and analysi
[ (check each that applies):

1)

Responsible Partycheck each that applies

State Medicaid Agency Weekly
Operating Agency Monthly
Sub-State Entity Quarterly
Other Annually
Specify:

ICOs

Continuously and Ongoing

Other
Specify:

c. Timelines
When the State does not have all elements of tlait@improvement Strategy in place, provide timek to design
methods for discovery and remediation related ¢cassurance of Financial Accountability that angemtly non-
operational.

No

Yes

Please provide a detailed strategy for assuringrigial Accountability, the specific timeline for lementing
identified strategies, and the parties responddslés operation.

MDCH will continue to work to determine final pragses and procedures for specific timeframes fonwhe
discover, remediation, and corrective action mestémpleted by ICOs. This will be completed ptmr
January 1, 2015. MDCH will either submit this infaation to CMS prior to approval of the waiver, or a
amendment to the approved waiver will be submittetthe timeframe arranged by MDCH and CMS.

Appendix I. Financial Accountability
[-2: Rates, Billing and Claims(1 of 3)

a. Rate Determination Methods.In two pages or less, describe the methods thatrapdoyed to establish provider
payment rates for waiver services and the entigndities that are responsible for rate determimatindicate any
opportunity for public comment in the process.iffetent methods are employed for various typeseastices, the
description may group services for which the sare¢hod is employed. State laws, regulations, anitipsl
referenced in the description are available upgoest to CMS through the Medicaid agency or theaipgy agency
(if applicable).
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Capitation Rate Development
The methodology for development of the capitati@ies are subject to 1915(b) requirements and ieriter

Transition Case Rate Development

Services related to the transition of beneficiafiem a nursing home setting into the communitylaig paid on a
case rate basis. Therefore, the services relatadransition are not included in the SSP or nBR-8apitation
rates. The specific HCPCS codes representing gersees are T1023, T1028, and T2038. Millimasniified the
experience for these services in the historicaberpce and removed them from the SSP and non-§3ftion
rate development. The costs for these servicédbwibaid for on a case rate basis for each tiansig

enrollee. For MI Health Link, this Transition CaRate is tied to the Community Transition Servind eelated
definition.

b. Flow of Billings. Describe the flow of billings for waiver servicapecifying whether provider billings flow directly
from providers to the State's claims payment systemhether billings are routed through other intediary entities.
If billings flow through other intermediary entisigspecify the entities:

ICO billings made to the state are made in accarelavith the provisions of the 1915(b) waiver anoviter
billings to the ICO are made according to the teainthe provider’'s contract with the 1CO.

The flow of billings for Community Transition Secés is the same as for all other Ml Health Link/sess.
However, once an enrollee transitions to and eminlthis waiver, the ICO submits encounter datdéoState’s
MMIS. Upon receipt of encounter data that incluBk€PCS codes T1023, T1028, or T2038, the MMIS inetud
one-time beneficiary-specific supplement paymerth&lCO. This community transition supplementalympent, or
Transition Case Rate, may be issued once per fyraeded for subsequent community transitions ugiegate
established by Milliman. A pre-requisite to recaiyithe Transition Case Rate is a Tier 1 Medicaiging home
payment for three consecutive months.

Appendix I. Financial Accountability
[-2: Rates, Billing and Claims(2 of 3)

c. Certifying Public Expenditures (select one)

No. State or local government agencies do not céytexpenditures for waiver services.

Yes. State or local government agencies directlxgend funds for part or all of the cost of waiver
services and certify their State government expentlires (CPE) in lieu of billing that amount to
Medicaid.

Select at least one

Certified Public Expenditures (CPE) of State Publt Agencies.

Specify: (a) the State government agency or agsnie certify public expenditures for waiver sees;
(b) how it is assured that the CPE is based omotlaé computable costs for waiver services; andhéev
the State verifies that the certified public expamés are eligible for Federal financial partidipa in
accordance with 42 CFR §433.51(bjdicate source of revenue for CPEs in Item I-¥-a.

Certified Public Expenditures (CPE) of Local Govenment Agencies.

Specify: (a) the local government agencies thatrimertified public expenditures for waiver sengacéb)
how it is assured that the CPE is based on totapatable costs for waiver services; and, (c) hanShate
verifies that the certified public expenditures aligible for Federal financial participation incacdance
with 42 CFR 8433.51(b)Indicate source of revenue for CPEs in Item I-}-b.
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Appendix I. Financial Accountability
[-2: Rates, Billing and Claims(3 of 3)

d. Billing Validation Process.Describe the process for validating provider bk to produce the claim for federal
financial participation, including the mechanisntshssure that all claims for payment are madg: ¢a) when the
individual was eligible for Medicaid waiver paymemt the date of service; (b) when the service wakided in the
participant's approved service plan; and, (c) #reises were provided:

a) When the individual is eligible for Medicaid wer payment on the date of service.

The 820 Premium Payment process is designed toeagicapitation payment is only generated fosqes
enrolled in the Integrated Care — M| Health Linkggt plan. To enroll in the Integrated Care — Middith Link
benefit plan, persons must be deemed eligiblenfi@MI Health Link HCBS waiver and enrolled by theartment
of Human Services as evidenced by a Level of Cade ©€3. The 820 payment process also verifiesithallee has
a valid Nursing Facility Level of Care Determinatim the system that indicates the person meesngifacility
level of care criteria. These checks are maderbéf® payment to the ICO is generated. MDCH ataploys a
recoupment and repayment process with a six (tjwetve) month look back period to make adjustmémts
capitation payments made as eligibility and enrehirinformation is updated to correct for any pagtrezrors that
may have occurred.

ICOs verify enrollee eligibility for all dates oésvice billed by the rendering providers prior tymg provider bills
for MI Choice services delivered. If the ICO findprovider bill for a date of service when thetiggrant was not
eligible, the ICO either does not pay this bill,uses alternate funding sources if possible. T Will not submit
encounter data for dates of service in which théigpant was not eligible. MDCH requires the 1@@modify
encounter data as necessary so that it only refesatounters for participants eligible for this Ngalth Link §1915
(c) waiver on the dates of service claimed.

However, once an enrollee transitions to and eniolthis waiver, the ICO submits encounter dathéoState’s
MMIS. Upon receipt of encounter data that inclubti€PCS codes T1023, T1028, or T2038, associatddtingt
service called Community Transitions Services NIMIS includes a one-time beneficiary-specific sugpent
payment to the ICO. This community transition depgental payment, or Transition Case Rate, magseed once
per year if needed for subsequent community transitusing the rate established by Milliman. A pgquisite to
receiving the Transition Case Rate is a Tier 1 I&di nursing home payment for three consecutive

months. MDCH closely tracks and approves eachlleeravho transitions from a nursing facility anda fehom the
ICO receives a Transition Case Rate.

MDCH regularly monitors nursing facility transitioecords for all ICOs as a part of its quality aasae review
process. This monitoring includes an examinatiothe Individual Integrated Care and Supports RIEDSP) and
receipts for all Community Transition Services nepd as encounter data. The quality assurancewgwiocess
also includes random visits to enrollees’ homesrisure they received the items/services indicat¢lde case
record or [ICSP. Additionally, MDCH requests reitsifor Community Transition Services based upqonted
encounter data to verify proper billing procedugessneeded.

b) When the service was included in the partidisaapproved service plan.

The ICO is responsible for assuring that only sersiauthorized in an enrollee’s Individualized ¢méted Care and
Supports Plan (IICSP) are submitted as encountar déhe ICO utilizes their information system torpare bills
submitted by providers for authorized waiver seggin each enrollee’s ICSP. Only those servicegained
within the approved service plan are paid. Claiaisl by the ICO to the provider are then submitteMMIS as
encounter data. The MMIS will only accept encounega for dates of service for which the enroliess eligible
for MI Health Link enroliment.

MDCH verifies enrollee eligibility against datess#drvice during the quality assurance review pmcdhe quality
assurance review process specifically compares @étservice with eligibility dates for a selectaimple of
enrollees at each ICO.

¢) When the services were provided.

Each ICO periodically monitors service providefis monitoring includes an audit of the paid seegicompared
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to documentation including in-home logs kept bydpatioviders, timesheets, and other source

documents. Additionally, ICOs have systems foo#ees and service providers to notify the ICO Gaoardinator
or LTSS Supports Coordinator when services araleldtered as planned. Any services reported asi@lotered
will not be paid during the remit process. 1COs @sponsible for tracking incidences of provideishows.

MDCH requires ICOs and providers of service(s) tmntain all records for a period of not less them years.
e. Billing and Claims Record Maintenance RequirementRecords documenting the audit trail of adjudicatiedns

(including supporting documentation) are maintaibgdhe Medicaid agency, the operating agencyp(iiaable),
and providers of waiver services for a minimum emf 3 years as required in 45 CFR §92.42.

Appendix I. Financial Accountability
[-3: Payment (1 of 7)

a. Method of payments -- MMIS (select ong

Payments for all waiver services are made througan approved Medicaid Management Information
System (MMIS).

Payments for some, but not all, waiver services atmmade through an approved MMIS.

Specify: (a) the waiver services that are not paidugh an approved MMIS; (b) the process for mglsinch
payments and the entity that processes paymeh@n@chow an audit trail is maintained for all stahd federal
funds expended outside the MMIS; and, (d) the Hasithe draw of federal funds and claiming of #hes
expenditures on the CMS-64:

Payments for waiver services are not made througan approved MMIS.

Specify: (a) the process by which payments are madehe entity that processes payments; (b) halv an
through which system(s) the payments are proce¢sedow an audit trail is maintained for all stated federal
funds expended outside the MMIS; and, (d) the Hasithe draw of federal funds and claiming of #nes
expenditures on the CMS-64:

' Payments for waiver services are made by a managedre entity or entities. The managed care entitysi
paid a monthly capitated payment per eligible enrdee through an approved MMIS.

Describe how payments are made to the managecctigor entities:

At the end of each month, MDCH will run the 834 &hment file for each ICO. This file contains an
electronic listing of persons who are enrolledhie MI Health Link program with each ICO. MMIS then
performs quality checks including: verificationafrrent Medicare and Medicaid eligibility; a valtFLOCD
indicating the enrollee meets nursing facility leekcare; a Level of Care code 03; and the enedlenot
participating in any other long term care progradn the 3rd pay cycle of each month, the 820 premiu
payment will run and will electronically transféret appropriate per member per month capitation payfior
each enrollee based on the appropriate Level of Cadle.

Appendix I: Financial Accountability
[-3: Payment (2 of 7)

b. Direct payment. In addition to providing that the Medicaid agemagikes payments directly to providers of waiver
services, payments for waiver services are matlegingj one or more of the following arrangemerssléct at least

one:

The Medicaid agency makes payments directly and @s not use a fiscal agent (comprehensive or limited
or a managed care entity or entities.
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The Medicaid agency pays providers through the saenfiscal agent used for the rest of the Medicaid
program.
The Medicaid agency pays providers of some or alaiver services through the use of a limited fiscal

agent.

Specify the limited fiscal agent, the waiver seegi¢or which the limited fiscal agent makes paymtra
functions that the limited fiscal agent performgaying waiver claims, and the methods by whichMeelicaid
agency oversees the operations of the limitedIfesgant:

Providers are paid by a managed care entity or eittes for services that are included in the State's
contract with the entity.

Specify how providers are paid for the servicesuij) not included in the State's contract with agged care
entities.

Payment for Community Transition Services will ba a transition case rate that is outside the IC&ystation
rate. The ICO may provide Community TransitionvBms if needed to transition an individual fromwsing
facility to the community after a 6 month stay e thursing facility. The ICO pays for the needer/iges and
then submits encounters to the State's MMIS. Upoaipt of encounter data that includes HCPCS codes
T1023, T1028, or T2038, the MMIS includes a oneetineneficiary-specific supplement payment to th@.I1C
This payment may be issued once per year if neaffeda subsequent community transition from aingrs
facility.

Appendix I: Financial Accountability
[-3: Payment (3 of 7)

c. Supplemental or Enhanced PaymentsSection 1902(a)(30) requires that payments farices be consistent with
efficiency, economy, and quality of care. Secti®3(a)(1) provides for Federal financial participatto States for
expenditures for services under an approved Statéwmiver. Specify whether supplemental or enhdmag/ments
are madeSelect one:

No. The State does not make supplemental or enhatt payments for waiver services.

Yes. The State makes supplemental or enhanced pagnis for waiver services.

Describe: (a) the nature of the supplemental oarodéd payments that are made and the waiver sgiface
which these payments are made; (b) the types @igers to which such payments are made; (c) thecsonf
the non-Federal share of the supplemental or erldgpayment; and, (d) whether providers eligiblesteive
the supplemental or enhanced payment retain 10a¥edbtal computable expenditure claimed by tlzeSio
CMS. Upon request, the State will furnish CMS wdtitailed information about the total amount of
supplemental or enhanced payments to each prayiperin the waiver.

This is a concurrent §1915(b)/(c) waiver.

MDCH will withhold a percentage of the capitatiomyments to ICOs and will pay this percentage badke
ICOs at the end of the year based on outcome®deiatcertain quality assurance performance measure
identified and agreed upon by CMS and MDCH as idid in the three-way contract. The total paymerits
not exceed the waiver cost projection because itiheld percentage has been accounted for in theoapd
capitation payment. This information is also in@ddn the MI Health Link 1915(b) waiver applicatjon
Section D, Part I, H (Appendix D3)(d).

Appendix I. Financial Accountability
[-3: Payment (4 of 7)

d. Payments to State or Local Government ProvidersSpecify whether State or local government providecgive
payment for the provision of waiver services.
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") No. State or local government providers do not resive payment for waiver servicesDo not complete Item |
-3-e.
Yes. State or local government providers receivegyment for waiver servicesComplete Item 1-3-e.

Specify the types of State or local government jglens that receive payment for waiver servicestand
services that the State or local government prasitlenish:

Appendix I: Financial Accountability
[-3: Payment (5 of 7)

e. Amount of Payment to State or Local Government Proiers.

Specify whether any State or local government glewieceives payments (including regular and applsmental
payments) that in the aggregate exceed its reakpoasis of providing waiver services and, if sbether and how
the State recoups the excess and returns the FFetlara of the excess to CMS on the quarterly edipgne report.
Select one:

Answers provided in Appendix I-3-d indicate that yai do not need to complete this section.

The amount paid to State or local government proders is the same as the amount paid to private
providers of the same service.

The amount paid to State or local government proders differs from the amount paid to private
providers of the same service. No public providereceives payments that in the aggregate exceed its
reasonable costs of providing waiver services.

The amount paid to State or local government proders differs from the amount paid to private
providers of the same service. When a State or ldogovernment provider receives payments
(including regular and any supplemental payments)hat in the aggregate exceed the cost of waiver
services, the State recoups the excess and retuthe federal share of the excess to CMS on the

quarterly expenditure report.

Describe the recoupment process:

Appendix I: Financial Accountability
[-3: Payment (6 of 7)

f. Provider Retention of PaymentsSection 1903(a)(1) provides that Federal matchings are only available for
expenditures made by states for services undeapgpmoved waiverSelect one:

Providers receive and retain 100 percent of the aount claimed to CMS for waiver services.
' Providers are paid by a managed care entity (or dities) that is paid a monthly capitated payment.

Specify whether the monthly capitated payment toagad care entities is reduced or returned intpaite
State.

The monthly capitated payment to the managed caites is not reduced or returned in part to tiates

Appendix I. Financial Accountability
[-3: Payment (7 of 7)

g. Additional Payment Arrangements
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i. Voluntary Reassignment of Payments to a Governmenitégency. Select one:

No. The State does not provide that providers mayoluntarily reassign their right to direct
payments to a governmental agency.

Yes. Providers may voluntarily reassign their righ to direct payments to a governmental
agency as provided in 42 CFR 8447.10(e).

Specify the governmental agency (or agencies) tolwteassignment may be made.

ii. Organized Health Care Delivery SystemSelect one:

No. The State does not employ Organized Health CaiDelivery System (OHCDS)
arrangements under the provisions of 42 CFR 8447.10

Yes. The waiver provides for the use of Organizedealth Care Delivery System
arrangements under the provisions of 42 CFR §8447.10

Specify the following: (a) the entities that aresigaated as an OHCDS and how these entities qualify
designation as an OHCDS; (b) the procedures fectprovider enrollment when a provider does not
voluntarily agree to contract with a designated @PBC(c) the method(s) for assuring that participant
have free choice of qualified providers when an @$Grrangement is employed, including the
selection of providers not affiliated with the OHEP(d) the method(s) for assuring that providead th
furnish services under contract with an OHCDS napgticable provider qualifications under the wajver
(e) how it is assured that OHCDS contracts withvighers meet applicable requirements; and, (f) how
financial accountability is assured when an OHCB&rgement is used:

iii. Contracts with MCOs, PIHPs or PAHPs.Select one:

The State does not contract with MCOs, PIHPs or PAPs for the provision of waiver services.

The State contracts with a Managed Care Organizatin(s) (MCOs) and/or prepaid inpatient health
plan(s) (PIHP) or prepaid ambulatory health plan(s)(PAHP) under the provisions of §1915(a)(1) of
the Act for the delivery of waiver and other servies. Participants may voluntarily elect to receive
waiver and other services through such MCOs or preaid health plans. Contracts with these health
plans are on file at the State Medicaid agency.

Describe: (a) the MCOs and/or health plans thati$lhrservices under the provisions of §1915(a){);
the geographic areas served by these plans; (@)ahler and other services furnished by these plans
and, (d) how payments are made to the health plans.

' This waiver is a part of a concurrent §1915(b)/81B5(c) waiver. Participants are required to obtain
waiver and other services through a MCO and/or prepid inpatient health plan (PIHP) or a
prepaid ambulatory health plan (PAHP). The §1915(bwaiver specifies the types of health plans
that are used and how payments to these plans areadfe.

Appendix I. Financial Accountability
[-4: Non-Federal Matching Funds(1 of 3)

a. State Level Source(s) of the Non-Federal Share ob@putable Waiver Costs.Specify the State source or sources
of the non-federal share of computable waiver c&stect at least one
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Appropriation of State Tax Revenues to the State Edicaid agency
Appropriation of State Tax Revenues to a State Agey other than the Medicaid Agency.

If the source of the non-federal share is apprdipria to another state agency (or agencies), spdaifthe State
entity or agency receiving appropriated funds d)die mechanism that is used to transfer the ftmtise
Medicaid Agency or Fiscal Agent, such as an Inteegomental Transfer (IGT), including any matching

arrangement, and/or, indicate if the funds arectliyeexpended by State agencies as CPEs, as iadigattem |
-2-C:

Other State Level Source(s) of Funds.

Specify: (a) the source and nature of funds; (b)ahtity or agency that receives the funds; afjdhé
mechanism that is used to transfer the funds td/téxicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer (IGT), including any ofang arrangement, and/or, indicate if funds areatly
expended by State agencies as CPEs, as indicaltetnin-2-c:

Appendix I. Financial Accountability
[-4: Non-Federal Matching Funds(2 of 3)

b. Local Government or Other Source(s) of the Non-Fedal Share of Computable Waiver CostsSpecify the
source or sources of the non-federal share of ctabfwaiver costs that are not from state souf®elect One

' Not Applicable. There are no local government level sources mdgwitilized as the non-federal share.
Applicable
Check each that applies:
Appropriation of Local Government Revenues.

Specify: (a) the local government entity or engitibat have the authority to levy taxes or otheenees;

(b) the source(s) of revenue; and, (c) the mechathat is used to transfer the funds to the Medicai
Agency or Fiscal Agent, such as an Intergovernnmi@memsfer (IGT), including any matching arrangemen
(indicate any intervening entities in the trangfescess), and/or, indicate if funds are directlpended by
local government agencies as CPEs, as specifigeml-2-c:

Other Local Government Level Source(s) of Funds.

Specify: (a) the source of funds; (b) the localgowment entity or agency receiving funds; andiie)
mechanism that is used to transfer the funds t&thte Medicaid Agency or Fiscal Agent, such as an
Intergovernmental Transfer (IGT), including any ofahg arrangement, and/or, indicate if funds are
directly expended by local government agenciesRESCas specified in Item |-2-c:

Appendix I: Financial Accountability
I-4: Non-Federal Matching Funds(3 of 3)

c. Information Concerning Certain Sources of Fundslindicate whether any of the funds listed in Itdrsa or 1-4-b
that make up the non-federal share of computabieewaosts come from the following sources: (a)ltmeeare-
related taxes or fees; (b) provider-related domatiand/or, (c) federal fundSelect one
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' None of the specified sources of funds contribute the non-federal share of computable waiver costs

The following source(s) are used
Check each that applies:
Health care-related taxes or fees

Provider-related donations
Federal funds

For each source of funds indicated above, desthideource of the funds in detail:

Appendix I: Financial Accountability
[-5: Exclusion of Medicaid Payment for Room and Boed

a. Services Furnished in Residential SettingSelect one:

No services under this waiver are furnished in radential settings other than the private residencef the
individual.

' As specified in Appendix C, the State furnishes waer services in residential settings other than th
personal home of the individual.
b. Method for Excluding the Cost of Room and Board Funished in Residential SettingsThe following describes
the methodology that the State uses to exclude dda@tpayment for room and board in residentialrsgst

Residential service providers are limited to bdlimnder a finite set of Healthcare Common Proce@amging
System (HCPCS) codes for their services. The cdda®t include reimbursement for room and bodddCH did
not include costs associated with room and boatldercapitation rate development process. ICOstiagoates
with each residential service provider based uperunique needs and circumstances of each enioltke
residential setting on an individual basis. All Méalth Link HCBS services are based upon the ssdasedical
and functional needs of the enrollee, and spedifiexclude room and board. ICOs do not remit pagita for room
and board. All payments to providers in residemsidtings are for approved MI Health Link HCBSsees

only. MMIS will only approve encounter data claifos the approved HCPCS codes.

Appendix I: Financial Accountability
[-6: Payment for Rent and Food Expenses of an Unrated Live-In Caregiver

Reimbursement for the Rent and Food Expenses of dinrelated Live-In Personal Caregiver.Select one:

' No. The State does not reimburse for the rent anfibod expenses of an unrelated live-in personal
caregiver who resides in the same household as tparticipant.

Yes. Per 42 CFR 8441.310(a)(2)(ii), the State willaim FFP for the additional costs of rent and fod
that can be reasonably attributed to an unrelatediVe-in personal caregiver who resides in the same
household as the waiver participant. The State desbes its coverage of live-in caregiver in AppendixC
-3 and the costs attributable to rent and food fothe live-in caregiver are reflected separately inhe
computation of factor D (cost of waiver serviceshi Appendix J. FFP for rent and food for a live-in
caregiver will not be claimed when the participantives in the caregiver's home or in a residence thas
owned or leased by the provider of Medicaid service

The following is an explanation of: (a) the methmed to apportion the additional costs of rentfaod

attributable to the unrelated live-in personal garer that are incurred by the individual servedtomwaiver and
(b) the method used to reimburse these costs:
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Appendix I: Financial Accountability

I-7: Participant Co-Payments for Waiver Services ad Other Cost Sharing(1 of
5)

a. Co-Payment RequirementsSpecify whether the State imposes a co-paymesitrotar charge upon waiver
participants for waiver services. These chargesal®ilated per service and have the effect ofagieduthe total
computable claim for federal financial participati®elect one:

() No. The State does not impose a co-payment or siaricharge upon participants for waiver services.
Yes. The State imposes a co-payment or similar cfige upon participants for one or more waiver servies.

i. Co-Pay Arrangement.

Specify the types of co-pay arrangements thatrapp$ed on waiver participantshieck each that
applies:

Charges Associated with the Provision of Waiver Bees(if any are checked, complete Iltems I-7-a-ii
through I-7-a-iv):

Nominal deductible
Coinsurance
Co-Payment
Other charge

Specify:

Appendix I: Financial Accountability

I-7: Participant Co-Payments for Waiver Services ad Other Cost Sharing(2 of
5)

a. Co-Payment Requirements.

ii. Participants Subject to Co-pay Charges for Waiver 8rvices.

Answers provided in Appendix I-7-a indicate that ya do not need to complete this section.

Appendix I: Financial Accountability

I-7: Participant Co-Payments for Waiver Services ad Other Cost Sharing(3 of
5)

a. Co-Payment Requirements.

iii. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that yar do not need to complete this section.

Appendix I: Financial Accountability

[-7: Participant Co-Payments for Waiver Services ad Other Cost Sharing (4 of
5)

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.
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Answers provided in Appendix I-7-a indicate that ya do not need to complete this section.

Appendix I: Financial Accountability

[-7: Participant Co-Payments for Waiver Services ad Other Cost Sharing (s of
5)

b. Other State Requirement for Cost Sharing Specify whether the State imposes a premium, kemeat fee or
similar cost sharing on waiver participarelect one

' No. The State does not impose a premium, enrollmefee, or similar cost-sharing arrangement on
waiver participants.

Yes. The State imposes a premium, enrollment fee similar cost-sharing arrangement.
Describe in detail the cost sharing arrangemeanb,dting: (a) the type of cost sharing (e.g., premienroliment
fee); (b) the amount of charge and how the amotititeocharge is related to total gross family inegifc) the

groups of participants subject to cost-sharingthedyroups who are excluded; and, (d) the mechanisnthe
collection of cost-sharing and reporting the amaatiected on the CMS 64:

Appendix J: Cost Neutrality Demonstration
J-1. Composite Overview and Demonstration of Cost-Butrality Formula

Composite Overview.Complete the fields in Cols. 3, 5 and 6 in théofwing table for each waiver year. The fields in
Cols. 4, 7 and 8 are auto-calculated based oresritriCols 3, 5, and 6. The fields in Col. 2 ar®aalculated using the
Factor D data from the J-2-d Estimate of Factoalds. Col. 2 fields will be populated ONLY wher thstimate of
Factor D tables in J-2-d have been completed.

Level(s) of Care: Nursing Facility

Col. J Col. 2 Col. 3 Col. 4 Col. 5 Col. 6 Col. 7 Col. 8 |
Year JFactor D) Factor D' Total: D+D' Factor G Factor G' o tal: G+G'Pifference (Col 7 less Column
1 | 6275.6 1156.29 7431.9 36008.97 2843.67 38852.64 31420.48
2 | 6443.3¢ 1142.2] 7585.5 36932.24 2916.58 39848.8p 32263.31
3 | 6630.4 1130.45 7760.9 37879.1§ 2991.3q 40870.54 33109.44
4 | 6831.4 1115.65 7947.1 38850.4( 3068.04 41918.4 33971.35
5 | 7046.1 1115.65 8161.8 39846.52 3146.74 42993.24 34831.41

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates(1 of 9)

a. Number Of Unduplicated Participants Served.Enter the total number of unduplicated particiggrmm Item B-3-a
who will be served each year that the waiver isgeration. When the waiver serves individuals umdere than one
level of care, specify the number of unduplicatadipipants for each level of care:

Table: J-2-a: Unduplicated Participants

Total

Unduplicated Distribution of Unduplicated Participants by Level of Care (if applicable)

Waiver | Number of Level of Care:
Year Participants '
(from Item B i ili
3-a) Nursing Facility
Year 1 350(| 3500
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. Distribution of Unduplicated Participants by Level of Care (if applicable)
V\\/(ag\;?r FLVaL:{H:?;;;L Level of Care:
(fro"[‘3|_t:)m B Nursing Facility
Year 2 5004 5000
Year 3 500(1 5000
Year 4 500(1 5000
Year 5 500(1 5000

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates(2 of 9)

b. Average Length of Stay.Describe the basis of the estimate of the avdeaggh of stay on the waiver by
participants in item J-2-a.

Average Length of Stay (ALOS) was determined basedistoric information for the number of days of
participation in the MI Choice waiver program foit Mhoice participants who were Medicare-Medicaidldu
eligibles and living in the four MI Health Link rems. ALOS was calculated by dividing the totaimher of days
of MI Choice waiver participation by the expectawluplicated count for MI Health Link. The totalmber of days
of MI Choice waiver participation was estimatedtbyg average of three years of data from the digibéds
specific modified MI Choice 372 report and projagtia 3.7% increase each year.

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates(3 of 9)

c. Derivation of Estimates for Each Factor.Provide a narrative description for the derivatidrthe estimates of the
following factors.

Factor D Derivation. The estimates of Factor D for each waiver yeatarated in Iltem J-2-d. The basis for
these estimates is as follows:

The Factor D values were estimated using histafarination obtained from past MI Choice waiver CMS
372 reports from fiscal year 2010, 2011, and 2012 372 report was modified to pull utilization acabt
data for Medicare-Medicaid eligibles in the four Méalth Link regions only. As many services tog M|
Health Link 81915 b/c waiver are similar to thoseered under the MI Choice waiver program, costs fo
these services were calculated based on projettingumber of users per service, the average paitsser,
the average cost per unit and the number of units.

The number of users of each service were baseldeopercentage of users per the estimated maximum
number of unduplicated participants. The averaxpt per unit in each year was estimated using the
quarterly Health Care Cost Review for the secorattgn of 2012 by IHS Global Insight for quarterly
forecasts of inflation. The average units pe&rder each year were assumed to remain consistent.

To calculate the costs for Private Duty Nursing KB@and Preventive Nursing Services (PNS), the total
amount of all nursing services was estimated basdtie past PDN amounts and the projected inflatlbn
was then assumed that the PDN and PNS portiortalfdosts would be 5% and 95%, respectively. The
projected costs for each item were then estima&sddon those proportions.

ii. Factor D' Derivation. The estimates of Factor D' for each waiver yeairai@ded in Item J-1. The basis of

these estimates is as follows:

Factor D' values were estimated using historicrimftion obtained from past Ml Choice CMS 372 report
from fiscal years 2010, 2011 and 2012 for Mediddiedicaid dual eligibles in the four Ml Health Link
regions and projected forward for FY 2015 through2019 based on estimates of Ml Health Link
unduplicated numbers of participants and accourftngnflationary factors.

Factor G Derivation. The estimates of Factor G for each waiver yeairenleded in Item J-1. The basis of
these estimates is as follows:
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Factor G values were estimated using historic médion obtained from past Ml Choice CMS 372 reports
from fiscal years 2010, 2011 and 2012 for Mediddisdicaid dual eligibles in the four MI Health Link
regions and projected forward for FY 2015 through2019 based on estimates of Ml Health Link
unduplicated numbers of participants and accourfingnflationary factors.

iv. Factor G' Derivation. The estimates of Factor G' for each waiver yearraeded in Item J-1. The basis of
these estimates is as follows:

Factor G' values were estimated using historicrmétion obtained from past Ml Choice CMS 372 report
from fiscal years 2010, 2011 and 2012 for Mediddiedicaid dual eligibles in the four Ml Health Link
regions and projected forward for FY 2015 throughZ019 based on estimates of Ml Health Link
unduplicated numbers of participants and accourfininflationary factors.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates(4 of 9)

Component management for waive services.If the service(s) below includes two or more diseigervices that are
reimbursed separately, or is a bundled servicdy eamponent of the service must be listed. Selaetriage componerits
add these componen

Waiver Services

Adult Day Program

Respite

Adaptive Medical Equipment and Supplieg

Fiscal Intermediary

Assistive Technology

Chore Services

Community Transition Services

Environmental Modifications

Expanded Community Living Supports

Home Delivered Meals

Non-Medical Transportation

Personal Emergency Response System

Preventive Nursing Services

Private Duty Nursing

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates(5 of 9)

d. Estimate of Factor D

ii. Concurrent 81915(b)/81915(c) Waiver: or other authorities utilizing capitated arrangemerts (i.e., 1915(a)
1932(a), Section 1937 omplete the following table for each waiver ydamter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for &létWaiver Service/Component items. If applicableak the
capitation box next to that service. Select Savk@alculate to automatically calculate and populaéeComponent
Costs and Total Costs fields. All fields in thislmust be completed in order to populate thedfdzffields in the J
-1 Composite Overview tab

Waiver Year: Year 1
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Waiver Service/
Component

Capi-
tation

Unit

# Users

Avg. Units Per Use

Avg. Cost/ Unit

Component
Cost

Total Cost

Adult Day Program
Total:

1021307.9

Adult Day
Program

15 minutes

154

1950.55

3.40

1021307.9%

Respite Total:

3016418.34

Respite - Per
Diem

Per Diem

19.61

60.71

9524.14

Respite

15 minutes

481

1481.36

4.22

3006894.1

Adaptive Medical
Equipment and
Supplies Total:

452075.79

Adaptive
Medical Equipment
and Supplies

Item

1302

89.72

3.87

452075.79

Fiscal Intermediary
Total:

948297.7

Fiscal
Intermediary

Month

836

9.25

122.63

948297.7

Assistive
Technology Total:

307.2¢

Assistive
Technology

Item

1.00

102.40

307.2(¢

Chore Services
Total:

95344.73

Chore Services

15 Minutes

178

34.85

15.37

95344.73

Community
Transition Services
Total:

467970.3

Community
Transition Services

Transition

235

7.82

254.65

467970.3

Environmental
Modifications
Total:

328663.9¢

Environmental
Modifications

Service

261

0.91

1383.79

328663.9¢

Expanded
Community Living
Supports Total:

10206844.9

Expanded
Community Living
Supports

15 Minutes

1038

2875.20

3.42

10206844.9

Home Delivered
Meals Total:

2014283.8

Home Delivered
Meals

Meal

1449

241.76

5.75

2014283.8

Non-Medical
Transportation
Total:

164855.91

GRAND TOTAL:

Total: Services included in capitation:
Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Services included in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

21964856.73
21964856.73

3500

6275.67
6275.67

363
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Waiver Service/ |Capi- . . .| Component
Component tation Unit # Users Avg. Units Per Use Avg. Cost/ Unit Cost Total Cost
Non-Medical
Transportation Trip/Mile 458 479.93 0.75| 164855.9¢
Personal
Emergency 393670.8
Response System
Total:
Personal
Emergency Responge Month 1569 801 28.16 393670.8
System ' :
Preventive Nursing
Services Total: 2108914.7
Preventive 2708914.7
Nursing Services 15 Minutes 466 546.86 10.63 .
Private Duty
Nursing Total: 145900.2]
Private Duty
Nursing 15 Minutes 25 28.78 202.78| 14590024
GRAND TOTAL: 21964856.73
Total: Services included in capitation: 21964856.73
Total: Services not included in capitation:
Total Estimated Unduplicated Participants: 3500
Factor D (Divide total by number of participants): 6275.67
Services included in capitation: 6275.67
Services not included in capitation:
Average Length of Stay on the Waiver: 363

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates(6 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or otheauthorities utilizing capitated arrangements (i.e.,1915(a),
1932(a), Section 1937 omplete the following table for each waiver ydamter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for &létWaiver Service/Component items. If applicableak the
capitation box next to that service. Select Savk@alculate to automatically calculate and populaégeComponent
Costs and Total Costs fields. All fields in thiblmust be completed in order to populate thedfdzffields in the J
-1 Composite Overview table.

Waiver Year: Year 2

Waiver Service/ |Capi- . ’ . | Component
Component tation Unit # Users Avg. Units Per Use Avg. Cost/ Unit Cost Total Cost
Adult. Day Program 1497632.2
Total:
Adult Day
Program 15 minutes 220 1950.55 3.49| 1497632.2
Respite Total: 4426473.71
Respite - Per .
Diem Per Diem 11 19.61 62.32| 13443.08
GRAND TOTAL: 32216478.38
Total: Services included in capitation: 32216478.38
Total: Services not included in capitation:
Total Estimated Unduplicated Participants: 5000
Factor D (Divide total by number of participants): 6443.30
Services included in capitation: 6443.30
Services not included in capitation:
Average Length of Stay on the Waiver: 264
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Waiver Service/
Component

Capi-
tation

Unit

# Users

Avg. Units Per Use

Avg. Cost/ Unit

Component
Cost

Total Cost

Respite

15 minutes

688

1481.36

4.33

4413030.6

Adaptive Medical
Equipment and
Supplies Total:

664536.3

Adaptive
Medical Equipment
and Supplies

Item

1861

89.72

3.98

664536.3

Fiscal Intermediary
Total:

1391446.0

Fiscal
Intermediary

Month

1195

9.25

125.88

1391446.0

Assistive
Technology Total:

314.58

Assistive
Technology

Item

1.00

104.86

314.59

Chore Services
Total:

140232.91

Chore Services

15 Minutes

255

34.85

15.78

140232.93

Community
Transition Services
Total:

684789.5

Community
Transition Services

Transition

335

7.82

261.40

684789.5

Environmental
Modifications
Total:

480854.13

Environmental
Modifications

Service

372

0.91

1420.46

480854.113

Expanded
Community Living
Supports Total:

14966364.8

Expanded
Community Living
Supports

15 Minutes

1483

2875.20

3.51

14966364.8

Home Delivered
Meals Total:

2952614.8

Home Delivered
Meals

Meal

2070

241.76

5.90

2952614.8

Non-Medical
Transportation
Total:

241683.11

Non-Medical
Transportation

Trip/Mile

654

479.93

0.77

241683.11

Personal
Emergency
Response System
Total:

577254.9

Personal
Emergency Respon
System

m

Month

2241

8.91

28.91

577254.9

GRAND TOTAL:

Total: Services included in capitation:
Total: Services not included in capitation:

Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Services included in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

32216478.38
32216478.38

5000

6443.30
6443.30

264
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Waiver Service/ |Capi- . . .| Component
Component tation Unit # Users Avg. Units Per Use Avg. Cost/ Unit Cost Total Cost
Preventive Nursing
Services Total: 3982097.8
Preventive 3982097.8
Nursing Services 15 Minutes 665 546.86 10.95 :
Private Duty
Nursing Total: 210183.24
Private Duty
Nursing 15 Minutes 35 28.78 208.66| 2101832
GRAND TOTAL: 32216478.38
Total: Services included in capitation: 32216478.38
Total: Services not included in capitation:
Total Estimated Unduplicated Participants: 5000
Factor D (Divide total by number of participants): 6443.30
Services included in capitation: 6443.30
Services not included in capitation:
Average Length of Stay on the Waiver: 264

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates(7 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or otheauthorities utilizing capitated arrangements (i.e.,1915(a),
1932(a), Section 1937 omplete the following table for each waiver ydamter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for &létWaiver Service/Component items. If applicableak the
capitation box next to that service. Select Savk@alculate to automatically calculate and popullaégeComponent
Costs and Total Costs fields. All fields in thislemust be completed in order to populate thedfdztfields in the J
-1 Composite Overview table.

Waiver Year: Year 3

Waiver Service/ Ca}p|- Unit # Users Avg. Units Per Use Avg. Cost/ Unit Component Total Cost
Component tation Cost
Adult Day Program
Total 1540544.3
Adult Day
Program 15 minutes 220 1950.55 3.59| 15405443
Respite Total: 4559357.01
Respite - Per
Diem Per Diem 11 19.61 64.13| 138334
Respite 15 minutes 688 1481.36 4.46 45955235
Adaptive Medical
Equipment and 682902.8
Supplies Total:
Adaptive_
Medical Equipment Item 1861 89.72 4.09 682902.8
and Supplies ' '
GRAND TOTAL: 33152274.06
Total: Services included in capitation: 33152274.06
Total: Services not included in capitation:
Total Estimated Unduplicated Participants: 5000
Factor D (Divide total by number of participants): 6630.45
Services included in capitation: 6630.45
Services not included in capitation:
Average Length of Stay on the Waiver: 273

https://wm+-mmdl.cdsvdc.com/WMS/faces/protected/35/print/Pretastor.js| 10/1/201-



Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201

Pagel9¢ of 20z

Waiver Service/
Component

Capi-
tation

Unit

# Users

Avg. Units Per Use

Avg. Cost/ Unit

Component
Cost

Total Cost

Fiscal Intermediary
Total:

1431792.24

Fiscal
Intermediary

Month

1195

9.25

129.53

1431792.24

Assistive
Technology Total:

323.7¢

Assistive
Technology

Item

1.00

107.90

323.7¢

Chore Services
Total:

144320.81

Chore Services

15 Minutes

255

34.85

16.24

144320.83

Community
Transition Services
Total:

704646.9]

Community
Transition Services

Transition

335

7.82

268.98

704646.9]

Environmental
Modifications
Total:

494801.14

Environmental
Modifications

Service

372

0.91

1461.66

494801.14

Expanded
Community Living
Supports Total:

15392756.9

Expanded
Community Living
Supports

15 Minutes

1483

2875.20

3.61

15392756.9

Home Delivered
Meals Total:

3037690.23

Home Delivered
Meals

Meal

2070

241.76

6.07

3037690.2

Non-Medical
Transportation
Total:

251099.3

Non-Medical
Transportation

Trip/Mile

654

479.93

0.80

251099.3

Personal
Emergency
Response System
Total:

594027.4]}

Personal
Emergency Respon
System

Month

2241

8.91

29.75

594027.4]

Preventive Nursing
Services Total:

4102106.2

Preventive
Nursing Services

15 Minutes

665

546.86

11.28

4102106.2

Private Duty
Nursing Total:

215904.6

GRAND TOTAL:

Total: Services included in capitation:
Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Services included in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

33152274.06
33152274.06

5000

6630.45
6630.45

273
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Waiver Service/ |Capi- . . .| Component
. Unit # Users Avg. Units Per Use Avg. Cost/ Unit Total Cost
Component tation 9 9 Cost
Private Duty
h - 215904.6
Nursing 15 Minutes 35 28.78 214.34
GRAND TOTAL: 33152274.06
Total: Services included in capitation: 33152274.06
Total: Services not included in capitation:
Total Estimated Unduplicated Participants: 5000
Factor D (Divide total by number of participants): 6630.45
Services included in capitation: 6630.45
Services not included in capitation:
Average Length of Stay on the Waiver: 273

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates(8 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or otheauthorities utilizing capitated arrangements (i.e.,1915(a),
1932(a), Section 1937 omplete the following table for each waiver ydamter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for &létWaiver Service/Component items. If applicableak the
capitation box next to that service. Select Savk@alculate to automatically calculate and populaéeComponent
Costs and Total Costs fields. All fields in thiblmust be completed in order to populate thedfdzffields in the J
-1 Composite Overview table.

Waiver Year: Year 4

Waiver Service/ |Capi- . ’ . | Component
Component tation Unit # Users Avg. Units Per Use Avg. Cost/ Unit Cost Total Cost
Adult. Day Program 1587747.7
Total:
Adult Day
Program 15 minutes 220 1950.55 3.70]| 1587747.7
Respite Total: 4692270.4
Respite - Per p
Diem Per Diem 11 19.61 66.08| 1425411
Respite 15 minutes 688 1481.36 4.59] 46780163

Adaptive Medical
Equipment and 704608.84
Supplies Total:

Adaptive
K . y
Medical Equment Item 1861 89.72 4.22 704608.8
and Supplies
Fiscal Intermediary
Total: 1475454.5
Fiscal
Intermediary Month 1195 9.25 133.48| 14754545
Assistive . 333.57
Technology Total:
GRAND TOTAL: 34157318.88
Total: Services included in capitation: 34157318.88
Total: Services not included in capitation:
Total Estimated Unduplicated Participants: 5000
Factor D (Divide total by number of participants): 6831.46
Services included in capitation: 6831.46
Services not included in capitation:
Average Length of Stay on the Waiver: 283

https://wm+-mmdl.cdsvdc.com/WMS/faces/protected/35/print/Pretastor.js| 10/1/201-



Application for 1915(c) HCBS Waiver: Draft MI.02@@®@0- Jan 01, 201

Page20C of 20z

Waiver Service/
Component

Capi-
tation

Unit

# Users

Avg. Units Per Use

Avg. Cost/ Unit

Component
Cost

Total Cost

Assistive
Technology

Item

1.00

111.19

333.57

Chore Services
Total:

148675.3

Chore Services

15 Minutes

255

34.85

16.73

148675.3

Community
Transition Services
Total:

726154.64

Community
Transition Services

Transition

335

7.82

277.19

726154.64

Environmental
Modifications
Total:

509892.3¢

Environmental
Modifications

Service

372

0.91

1506.24

509892.3¢

Expanded
Community Living
Supports Total:

15861788.3

Expanded
Community Living
Supports

15 Minutes

1483

2875.20

3.72

15861788.3

Home Delivered
Meals Total:

3132774.4

Home Delivered
Meals

Meal

2070

241.76

6.26

3132774.4

Non-Medical
Transportation
Total:

257376.84

Non-Medical
Transportation

Trip/Mile

654

479.93

0.82

257376.84

Personal
Emergency
Response System
Total:

611998.01

Personal
Emergency Respon
System

Month

2241

8.91

30.65

611998.01

Preventive Nursing
Services Total:

4225751.2

Preventive
Nursing Services

15 Minutes

665

546.86

11.62

4225751.2

Private Duty
Nursing Total:

222492.47

Private Duty
Nursing

15 Minutes

35

28.78

220.88

222492.47

GRAND TOTAL:

Total: Services included in capitation:
Total: Services not included in capitation:
Total Estimated Unduplicated Participants:

Factor D (Divide total by number of participants):

Services included in capitation:
Services not included in capitation:

Average Length of Stay on the Waiver:

34157318.88
34157318.88

5000

6831.46
6831.46

283
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J-2: Derivation of Estimates(9 of 9)

d. Estimate of Factor D.

ii. Concurrent 81915(b)/81915(c) Waivers, or otheauthorities utilizing capitated arrangements (i.e.,1915(a),
1932(a), Section 1937 omplete the following table for each waiver ydamter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for &étWaiver Service/Component items. If applicabheak the
capitation box next to that service. Select Savk@alculate to automatically calculate and populaégeComponent
Costs and Total Costs fields. All fields in thiblmust be completed in order to populate thedfdzffields in the J

-1 Composite Overview table.

Waiver Year: Year 5

Waiver Service/ |Capi- . ’ .| Component
Component tation Unit # Users Avg. Units Per Use Avg. Cost/ Unit Cost Total Cost
AduItIDay Program 1634951.0
Total:
Adult Day
Program 15 minutes 220 1950.55 3.81 | 1634951.0
Respite Total: 4835397.2
Respite - Per 4
Diem Per Diem 11 19.61 68.13| 1469634
Respite 15 minutes 688 1481.36 4.73| 48207009
Adaptive Medical
Equipment and 726314.8¢
Supplies Total:
A‘daptive‘
Medical Equment Item 1861 89.72 4.35 726314.8
and Supplies
Fiscal Intermediary
Total: 1521106.54
Fiscal 1521106.54
Intermediary Month 1195 9.25 137.61 .
Assistive
Technology Total: 343.92
Assistive
Technology Item 3 1.00 114.64 343.93
Chorg Services 153296.44
Total:
Chore Services 15 Minutes 255 34.85 17.25] 1932904
Community
Transition Services 748657.8]
Total:
Community 748657.8]
Transition Services Transition 335 7.82 285.78 :
Environmental
Modifications 525697.8(
Total:
GRAND TOTAL: 35230895.31,
Total: Services included in capitation: 35230895.31
Total: Services not included in capitation:
Total Estimated Unduplicated Participants: 5000
Factor D (Divide total by number of participants): 7046.18
Services included in capitation: 7046.18
Services not included in capitation:
Average Length of Stay on the Waiver: 294
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Waiver Service/ |Capi- . . .| Component
Component tation Unit # Users Avg. Units Per Use Avg. Cost/ Unit Cost Total Cost
Environmental 595697.8
Modifications Service 372 0.91 1552.93 :
Expanded
Community Living 16373458.9
Supports Total:
Expanded
community Living 15 Minutes 1483 2875.20 3.84|10373458.9
Supports ' '
Home Delivered
Meals Total: 3227858.61
Home Delivered
Meals Meal 2070 241.76 6.45 | 322785861
Non-Medical
Transportation 266793.04
Total:
Non-Medical
Transportation Trip/Mile 654 479.93 0.85| 266793.0
Personal
Emergency 630967.0
Response System ’
Total:
Personal
Emergency Responge Month 2241 8.91 31.60 630967.0
System ' :
Preventive Nursing
Services Total: 4356669.5
Preventive 4356669.5
Nursing Services 15 Minutes 665 546.86 11.98 :
Private Duty
Nursing Total: 229382.34
Private Duty
Nursing 15 Minutes 35 28.78 227.72| 2293823
GRAND TOTAL: 35230895.31
Total: Services included in capitation: 35230895.31
Total: Services not included in capitation:
Total Estimated Unduplicated Participants: 5000
Factor D (Divide total by number of participants): 7046.18
Services included in capitation: 7046.18
Services not included in capitation:
Average Length of Stay on the Waiver: 294
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